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by  the  Medical  Society  of  Delaware  as  a medium  of 
communication,  education  and  expression  for  its  members, 
and  also  for  others  striving  for  excellence  in  medical  practice. 
Articles  in  the  DMJ  are  intended  to  be  scientific  and 
educational  and  are  not  intended  to  reflect  standards  of 
medical  care.  All  material  published  is  under  copyright.  On 
receipt  of  material  submitted  for  publication,  a suitable 
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submissions  should  include  a brief  summary  and  a brief  (one 
to  two  sentence)  biographical  sketch  of  all  authors. 

It  is  highly  recommended  that  authors  familiarize 
themselves  with  DMJ  style  before  submitting  manuscripts 
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All  material  for  publication  should  be  submitted  on  a 3 1/2" 
computer  diskette  in  Word  6.0.  A printout  of  the  manuscript 
must  accompany  the  disk.  Manuscripts  may  also  be 
submitted  in  paper  form  (typed  or  printed  out  on  good- 
quality  paper  - one  side  only,  one-inch  margins),  though 
computer  disk  is  preferable.  The  ideal  manuscript  length  is 
two  to  12  pages  with  up  to  12  references,  each  keyed  with 
superscripts  in  the  text  in  the  order  cited.  The  format  should 
follow  that  used  in  the  Index  Medicus.  Authors  are 
responsible  for  the  accuracy  of  the  citations. 

Graphs,  charts  and  black-and-white  glossy  photographs  are 
accepted  if  important  to  the  understanding  of  the  text,  but 
should  not  exceed  four  or  five  pieces.  Each  should  have  a label 
affixed  on  its  back  indicating  its  name,  number,  and  “top.”  A 
separate  legend  should  be  provided  for  each.  Do  not  write  on 
the  back,  or  scratch  or  mar  them  using  paper  clips.  Do  not 
mount  them  on  cardboard. 

Photos  of  patients  should  generally  be  taken  in  a way  that 
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face  must  be  clearly  seen,  however,  must  be  accompanied  by 
signed  release  forms. 

All  manuscripts  are  reviewed  by  the  editor  and  all  scientific 
articles  are  then  sent  for  peer  review  by  members  of  the 
Editorial  Board  and/or  other  appropriate  physicians.  The 
usual  processing  time  to  publication  is  two  to  four  months, 
though  in  some  circumstances  this  may  be  longer  or  shorter. 


4 


Del  Med  Jrl,  January  2000,  Vol  72  No  1 


Your  Protection  Is  Our  Profession 


Wi Lmington, 
3 0 2 


Delaware 

658.8000 


D 


London, 
171 .962 


IT. 


England 
2 0 0 3 


L 


ITj 

Z 

PQ 


t y 


Prof  essi  I ity 


Malpractice'ns 

W 

C/3 

O 

Z 

> 

r 


c 

V) 

c 

Q) 


70 

_!■ 

w 

7T 

(/) 


ww  w.zutz-pli  .com 


We  know  all  about  protecting 
the  things  you  value.  And  one 
of  your  most  valuable  assets  is 
your  ability  to  practice.  Medical 
liability  insurance  protects  your 
profession  and  your  livelihood. 

Since  1982,  your  MSDIS 
insurance  brokerage  has  provided 
you  with  competent  service  and 
quality  medical  malpractice  insur- 
ance. In  1 994,  we  added  a very 
successful  health  insurance  product 
portfolio,  HEALTHSELECT. 
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Digging  Out  of  the  Hole 

Michael  A.  Alexander,  M.D. 


“If  you  find  yourself  in  a hole  the  first  thing  to  do 
IS  stop  digging!”*  In  the  case  of  physicians,  if  we 
stand  by  passively,  the  world  will  dig  our  hole  for 
us. 

Early  in  December,  I had  the  opportunity  to 
attend  the  interim  meeting  of  the  American 
Medical  Association.  I was  there  to  attend  the 
OSMAP,  which  is  a meeting  of  presidents  and 
past-presidents  of  state  societies.  As  I sat  and 
listened  to  the  parade  of  state  representatives 
offering  their  views  on  many  of  the  same  topics 
and  concerns  that  we  have  in  Delaware,  I found 
myself  daydreaming. 

Are  we  as  physicians  being  distracted  from  our 
medical  oaths  and  patient  care  by  society  at 


Michael  A.  Alexander,  M.D.,  practices  pediatric  physical 
medicine  and  rehabilitation  at  Al  du  Pont  Hospital  for  Chil- 
dren in  Wilmington,  Delaware.  He  Is  the  president  of  the 
Medical  Society  of  Delaware. 


large?  What  do  COBRA,  ERISA,  HCFA,  and 
JCAHO  (to  name  a few)  have  to  do  with  medi- 
cine? Why  are  we  so  much  more  distracted  than 
before?  Why  must  politics  and  government  be  so 
entwined  and  interfere  so  much  in  our  ability  to 
care  for  our  patients?  Surely,  we  as  physicians 
at  the  end  of  the  second  millenium  suffer  more 
of  these  indignities  than  did  those  who  came 
before  us  ever  did. 

After  just  a few  minutes  of  daydreaming,  I had 
depressed  myself.  Looking  around  the  room  I 
could  pick  out  colleagues  who,  to  me,  looked 
bent,  tired  and  oppressed.  I reached,  if  you  will, 
the  daydream  nadir.  I questioned  the  value  of 
my  being  at  that  meeting  listening  to  these 
other  doctors  from  around  the  country.  Were  we 
just  one  roomful  of  self-deluded  docs? 

Then,  I picked  myself  up  by  my  mental  boot- 
straps. Could  my  thinking  be  wrong?  I tried  to 
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recall  what  I knew  of  policy  and  politics  affecting 
physicians  in  earlier  days.  I recalled  several 
facts  I had  learned  over  the  years  - if  you  will, 
other  eras  of  interference  in  medicine  by  society, 
politics,  philosophy  and  religion. 

There  was  a time  when  Chinese  physicians  had 
to  choose  patients  carefully.  If  they  caused  any 
harm  or  death  to  a patient  they  had  to  endure  a 
similar  fate.  For  many  years,  the  church  pre- 
vented the  dissection  of  human  bodies,  interfer- 
ing with  the  study  of  human  anatomy.  In  our 
own  country,  there  were  societal  concerns  that 
decreasing  the  pain  of  childbirth  was  contradict- 
ing God’s  pronouncement  to  Eve  in  the  Garden 
of  Eden.  On  the  night  Lincoln  was  assassi- 
nated, Dr.  Samuel  Mudd  treated  a patient  with 
a fractured  leg,  something  certainly  any  physi- 
cian would  do  when  confronted  with  such  a 
situation.  Unfortunately,  this  patient  was  John 
Wilkes  Booth.  Politics  and  paranoia  put  Dr. 
Mudd  in  jail  for  the  next  several  years. 

Politicians  and  bureaucrats  respond  to  their 
public.  The  public  responds  to  its  needs  and 
fears  and  puts  forward  what  it  believes  will  solve 
their  concern.  The  politician  is  no  better  than 
the  data  and  experience  he  or  she  has  to  act 
upon.  If  the  politician  makes  a bad  call  based  on 
poor  data  and  misguided  logic,  and  we,  as  phy- 
sicians and  citizens,  could  have  educated  that 
individual  and  prevented  that  mistake,  then 
shame  on  us.  Physicians  do  not  exist  in  a 
vacuum  or  a parallel  dimension  where  the  reali- 
ties of  economics,  poverty,  violence  and  corrup- 
tion are  absent.  We  have  to  walk  the  same 


streets  and  live  in  the  same  complicated  world. 
We  cope  with  the  same  traffic  congestion  and 
limited  resources  as  the  public. 

With  my  daydreaming  over,  I began  to  earnestly 
listen  to  my  colleagues.  There  was  a collective 
wisdom  that  bubbled  up.  Hearing  how  one  state 
was  successful  in  solving  a problem  where  an- 
other state  had  seen  failure  (using  another 
strategy)  was  encouraging.  By  this  sharing  of 
success  and  failure,  the  state  societies  were 
exponentially  increasing  their  knowledge. 

The  bottom  line  is  that  things  are  no  different 
today  than  they  were  a thousand  years  ago.  We 
live  in  society.  We  have  to  cope  with  what 
concerns  our  patients  and  their  families.  We 
need  to  continue  to  respond  in  a unified  and 
positive  manner  in  order  to  minimize  the  often 
well-intended,  but  potentially  disruptive,  poli- 
cies of  our  community  and  government. 

My  resolution  for  the  next  year  is  to  fill  in  my 
hole  as  fast  as  society  digs  it  out. 

Best  wishes  to  you  and  your  family  in  the  new 
millenium. 

Michael  A.  Alexander,  M.D. 

President 

*Texas  “Bix”  Bender  - Don’t  Squat  With  Your  Spurs  On 
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Your  nomination  is  requested  for  the 
Christiana  Care  Health  System 
Medical-Dental  Staffs  new ... 
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SCIENTIFIC  ARTICLE 


Consumer-Driven  Cholecystectomy:  Myth  or  Reality? 

Isaias  Irgau,  M.B.,  Ch.B.  — Gerard  J.  Fulda,  M.D. 


Objective:  To  discover  if  a consumer-driven  pro- 
cess is  fueling  the  high  rate  of  cholecystectomies 
in  the  laparoscopic  era. 

Design;  A 12-question  survey. 

Setting:  A 1000-bed,  university-affiliated  hospi- 
tal. 

Patients:  Patients  admitted  for  elective  cholecys- 
tectomies. 

Main  Outcome  Measures:  Survey  responses  sug- 
gesting positive  perceptions  about  laparoscopic 
cholecystectomy  persuade  patients  to  undergo 
gallbladder  surgery. 

Results:  Patients’  symptoms  persisted  for  a mean 
of  20.7  months,  range  zero  to  204.  Mean  time 
between  diagnosis  and  surgery  was  ten  months, 
range  0.1  - 312.  Ninety-five  and  three-tenths 
percent  knew  their  gallbladder  would  be  re- 


Authors  are  from  the  Department  of  Surgery,  Christiana 
Care  Health  System,  Wilmington,  Delaware. 


moved;  1.7  percent  thought  it  would  be  opened  to 
extract  stones.  Ninety-one  and  four-tenths  per- 
cent correctly  identified  the  procedure  as 
“laparoscopic  cholecystectomy.”  Fifty  and  four- 
tenths  percent  believed  they  would  fully  recover 
within  a week,  24.1  percent  within  two  weeks, 
and  14.7  percent  within  two  days.  Eighty-thrce 
and  two-tenths  percent  knew  laparoscopic  chole- 
cystectomy required  less  cutting;  33.6  percent 
thought  a laser  was  used.  Forty-four  and  eight- 
tenths  percent  assumed  laparoscopy  was  the 
safer  method.  Sixty-two  and  one-tenth  percent 
were  referred  for  surgery  by  family  physicians; 
Seven  percent  approached  surgeons  themselves. 
When  asked  who  first  suggested  the  laparoscopic 
procedure,  43.1  percent  indicated  family  doctor, 
41.4  percent,  surgeon,  and  three  percent  re- 
quested laparoscopy  themselves.  Twenty-four 
and  one-tenth  percent  who  delayed  surgery  de- 
spite more  than  12  months  of  symptoms  indi- 
cated escalating  pain  as  their  reason  for  seeking 
surgery  now;  0.9  percent  cited  the  newer  proce- 
dure. 
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Conclusions:  We  found  no  clear  evidence  that 
consumer  awareness  of  laparoscopy  has  encour- 
aged more  cholecystectomies.  Misconceptions  ex- 
ist about  the  procedure’s  execution  and  safety. 
Education  about  risks,  especially  bile  duct  injury, 
is  needed.  More  frequent  referral  by  family  doctors 
probably  plays  a role  in  the  higher  incidence  of 
cholecystectomies. 


INTRODUCTION 

The  growing  popularity  of  minimally  invasive 
surgery  has  resulted  in  a dramatic  increase 
not  only  in  the  number  of  cholecystectomies 
undertaken  laparoscopically,  but  also  in  the 
rate  of  cholecystectomies  overall  Legoretta 
et  al.  studied  a private  practice,  HMO-based 
population  from  1988  to  1992,  a period  during 
which  the  use  of  laparoscopic  techniques  grew 
rapidly  and  documented  an  almost  60  percent 
increase  in  cholecystectomies  per  1000  enroll- 
ees,  from  1.35  to  2.15.^  They  also  observedthat, 
although  the  unit  cost  of  cholecystectomy 
dropped  by  approximately  25  percent  during  the 
period,  the  overall  population-based  expenditure 
for  gallbladder  disease  rose  nearly  1 1 percent,  a 
finding  attributed  to  a general  upsurge  in  chole- 
cystectomies. 

The  reasons  for  this  acceleration  in  gallbladder 
surgery  have  not  been  clearly  established,  but 
most  authorities  cite  these  contributory  factors: 


Table  1.  Laparoscopic  Cholecystectomy  Survey 
Patients’  Responses  to  the  Following: 

“Compared  to  Standard  (Open)  Gallbladder  Surgery, 
Laparoscopic  Cholecystectomy  . . . (Circle  all  that  apply).’’ 


Requires  no  skin  cutting 

5.2% 

Requires  smaller  skin  cutting 

83.2% 

Is  done  by  laser 

33.6% 

Is  safer 

44.8% 

Is  painless 

9.5% 

Is  newer 

65.1% 

Table  2.  Laparoscopic  Cholecystectomy  Survey 


Patients’  Responses  to  the  Following: 

“If  You  Have  Had  Symptoms  for  More  than  12  Months  and 
Delayed  Having  Surgery,  Choose  the  Most  Important  Reason 
Why  You  Are  Having  Surgery  Now." 

1 am  having  more  pain 

24.1% 

1 have  different  insurance  than  1 had  before 

0.6% 

1 am  having  a newer  procedure 

0.9% 

My  doctor  insisted 

1.7% 

1 have  not  had  symptoms  for  more  than  12  months 

16.8% 

Other 

8.2% 

(1)  an  enlargedpatientpool;  patients’ perception 
of  laparoscopic  cholecystectomy  has  made  surgi- 
cal intervention  more  appealing,  and  more  are 
electing  to  undergo  the  procedure,®  (2)  a lower 
surgical  threshold;  surgeons  are  broadening 
their  definitions  of  accepted  indications  for  chole- 
cystectomy,® and  (3)  a more  frequent  referral 
factor;  primary  care  physicians  increasingly 
view  laparoscopic  cholecystectomy  as  an  accept- 
able alternative  to  nonsurgical  management  of 
gallstone  disease  and  steer  more  patients  to- 
ward surgery.®'^ 

This  study  examines  the  role  patient  demand 
plays  in  stimulating  the  growth  rate  of  cholecys- 
tectomies in  the  era  of  laparoscopy;  if  this  up- 
swing is  purely  consumer-driven,  uncovering 
the  reasons  why  is  essential.  Are  patients  more 
willing  to  undergo  laparoscopic  cholecystectomy 
because  they  know  it  involves  less  postoperative 
pain  and  a shorter  hospital  stay  than  the  open 
procedure?  Do  patients  believe  laparoscopic 
cholecystectomy  poses  fewer  risks?  The  answers 
to  these  and  other  questions  related  to  patient 
perception  could  be  useful  in  explaining  rising 
cholecystectomy  rates  that  seemingly  coincide 
with  the  emergence  of  minimally  invasive  sur- 
gery. 
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MATERIALS  AND  METHODS 

A survey  was  administered  preoperatively  to 
patients  admitted  for  laparoscopic  cholecystec- 
tomies at  Christiana  Hospital  in  Newark,  Dela- 
ware, from  March  1995  through  March  1996. 
Patients  were  surveyed  in  the  preoperative  prepa- 
ration area  before  they  were  seen  by  the  anes- 
thesiologist. Patients  who  required  emergency 
gallbladder  surgery,  who  refused  to  participate 
in  the  study,  or  who  were  unable  to  sign  their 
own  surgery  consent  forms  were  excluded.  The 
survey  consisted  of  12  multiple  choice  questions 
designed  to  assess:  (1)  if  patients  are  more  likely 
to  demand  surgery  for  gallbladder  symptoms 
now  that  laparoscopic  cholecystectomy  is  avail- 
able, (2)  if  patients  fully  understand  laparoscopic 
surgery,  (3)  if  patients  are  adequately  informed 
about  procedures  before  undergoing  major  sur- 
gery, and  (4)  how  the  lay  public  perceives  new 
medical  technologies. 


RESULTS 

Two  hundred  and  thirty-two  patients  partici- 
pated in  the  study,  responding  to  more  than  90 
percent  of  the  survey  questions.  Survey  results 
showed  that  patients  experienced  gallbladder- 
related  symptoms  for  a mean  of  20.7  months, 
with  a range  of  zero  to  204  months.  Time  elaps- 
ing between  diagnosis  of  gallbladder  problems 
and  presentation  for  surgery 
ranged  from  0.1  to  312  months, 
with  a mean  of  ten  months.  Most 
patients  (86.2  percent)  reported 
that  they  had  gallstones,  and  12.5 
percent  reported  that  they  did  not. 

Although  95.3  percent  of  patients 
knew  that  their  gallbladder  would 
be  removed  completely  during  the 
procedure,  a small  percentage  (1.7 
percent)  thought  that  the  organ 
would  only  be  opened  for  removal 
of  stones.  The  procedure  was  iden- 
tified as  “laparoscopic  cholecys- 
tectomy” by  91.4  percent  of  pa- 
tients, whereas  three  percent 
thought  they  were  having  an  op- 
eration called  “laser  cholecystec- 


Figure  1.  Laparoscopic  Cholecystectomy  Survey 
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return  to  normal  activity  within  a week  after 
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riod would  be  as  long  as  two  weeks.  Several 
patients  (14.7  percent)  assumed  they  would  re- 
turn to  work  and  normal  activity  within  two 
days  (Fig.  1). 

When  asked  to  compare  standard  open  cholecys- 
tectomy with  laparoscopic  cholecystectomy,  83.2 
percent  of  patients  knew  that  laparoscopic  chole- 
cystectomy required  less  skin  cutting,  but  33.6 
percent  thought  that  a laser  was  used  in  the 
procedure.  In  addition,  44.8  percent  of  patients 
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believed  that  laparoscopic  cholecystectomy  was 
safer  than  open  cholecystectomy  (Table  1).  When 
asked  who  referred  them  for  surgery,  62.1  per- 
cent of  patients  indicated  that  their  family  doc- 
tor had  made  the  referral;  only  seven  percent 
approached  surgeons  on  their  own  (Fig.  2).  As  to 
who  initially  recommended  laparoscopic  chole- 
cystectomy upon  diagnosis  of  gallbladder  dis- 
ease, 43.1  percent  stated  that  their  family  doc- 
tor first  suggested  it,  and  41.4  percent  noted 
that  their  surgeon  proposed  the  idea.  Only  three 
percent  responded  that  they  had  requested  the 
operation  themselves. 

If  patients  indicated  that  they  had  delayed  sur- 
gery despite  experiencing  symptoms  for  more 
than  12  months,  they  were  asked  to  choose  the 
most  important  reason  for  electing  the  operation 
now.  Escalatingpain  was  the  reason  selected  by 
24.1  percent  of  patients;  only  0.9  percent  cited 
the  newer  procedure  as  the  reason  they  were 
undergoing  surgery  now  (Table  2). 


DISCUSSION 

In  the  future,  laparoscopic  cholecystectomy  will 
be  seen  as  a milestone  in  the  history  of  surgery, 
but  the  expected  decrease  in  costs  associated 
with  a shorter  hospital  stay  has  been  offset  by  an 
overall  increase  in  the  number  of  cholecystecto- 
mies performed.  Thus,  laparoscopic  cholecys- 
tectomy is  proving  to  be  more  costly  than  open 
cholecystectomy  because  of  the  increased  rate  of 
surgeries  associated  with  its  introduction.  The 
reasons  for  this  higher  rate  of  elective  cholecys- 
tectomy have  not  been  clearly  defined.  We  de- 
signed our  study  to  detect  whether  a consumer- 
related  factor  might  be  fueling  the  upsurge, 
based  on  the  theory  that  patients  now  see 
laparoscopic  cholecystectomy  as  a more  attrac- 
tive treatment  option  for  gallbladder  symptoms. 

Although  our  investigation  has  the  limitations 
of  a survey-type  study,  some  deductions  are 
possible  from  our  results.  Of  patients  whose 
symptoms  persisted  for  more  than  12  months, 
most  agreed  to  surgery  because  of  their  escalat- 
ing pain  and  not  because  of  the  availability  of 
laparoscopic  cholecystectomy.  Most  patients 
agreed  to  the  procedure  upon  the  recommenda- 


tion of  their  primary  care  physician.  As  to  level 
of  information  regarding  the  laparoscopic  proce- 
dure, although  most  patients  understood  the 
advantages  of  laparoscopic  cholecystectomy  to 
be  less  skin  cutting  and  a shorter  convales- 
cence, one-third  believed  laser  technology  was 
somehow  involved.  More  interestingly,  although 
the  incidence  of  common  bile  duct  injury  is 
actually  greater  with  laparoscopic  cholecystec- 
tomy, many  patients  believed  that  the  proce- 
dure was  safer  than  open  cholecystectomy.  Be- 
cause such  bile  duct  injury  can  have  cata- 
strophic consequences,  including  death,  this 
possible  complication  of  laparoscopic  cholecys- 
tectomy cannot  be  taken  lightly.^  Some  studies 
have  even  shown  a marked  rise  in  the  number 
of  legal  actions  related  to  gall  bladder  surgery 
since  laparoscopic  cholecystectomy  has  become 
common.^  The  myth  that  laparoscopic  chole- 
cystectomy is  a safer  procedure  than  open  gall- 
bladder surgery  should  be  addressed  when  edu- 
cating patients  and  health  care  providers  in- 
volved in  referring  patients. 

The  finding  that  most  patients  are  referred  for 
surgery,  and  that  most  were  directed  toward 
cholecystectomy  by  their  primary  care  physi- 
cians, suggests  a pattern  of  more  frequent  refer- 
ral. Doctors  may  perceive  laparoscopic  cholecys- 
tectomy as  an  alternative  treatment  modality 
that  is  more  acceptable  to  patients  than  open 
cholecystectomy,  and  they  may  be  referring 
patients  more  readily  than  in  the  past. 


CONCLUSION 

This  study,  however  limited,  suggests  that  no 
solid  evidence  exists  for  a consumer-driven  pro- 
cess in  the  increase  in  cholecystectomies  in  the 
era  of  laparoscopy.  Our  results  also  demon- 
strate the  existence  of  some  important  miscon- 
ceptions regarding  the  procedure  and  its  safety. 
More  education  is  needed  to  inform  the  public 
and  primary  care  physicians  about  the  disad- 
vantages associated  with  laparoscopic  cholecys- 
tectomy, primarily  the  higher  risk  of  bile  duct 
injuries.  Our  study  also  suggests  that  referring 
physicians  themselves  may  play  an  important 
role  in  the  higher  incidence  of  cholecystecto- 
mies recorded  since  the  introduction  of 
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laparoscopic  cholecystectomy  and  that  further 
investigation  is  needed  to  confirm  this  sugges- 
tion. 
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Howard  Pyle  - The  Coming  of  Lancaster 
C.1908 

Howard  Pyle’s  first  illustrations  were  published  in  Scribner’s  Magazine  in  1876.  His  work  appeared  for  a 
number  of  years  in  a variety  of  magazines,  and  he  went  on  to  become  the  father  of  American  illustration, 
numbering  among  his  students  such  notables  as  Maxfield  Parrish  and  N.C.  Wyeth.  He  himself  wrote  many 
of  the  books  he  illustrated,  retelling  with  verve  and  color  the  grand  old  tales  of  Robin  Hood  and  the  Arthurian 
legends.  Most  of  his  early  works  were  illustrated  in  black  and  white  since  the  methods  of  reproduction  then 
available  could  not  do  justice  to  four-color  painting.  Later,  when  new  technology  improved  color  reproduction, 
some  of  his  most  famous  work  was  published. 

The  tree  shown  in  The  Coming  of  Lancaster,  which  illustrated  the  story  titled  “The  Scabbard,”  by  James  Branch 
Cabell,  in  Harper’s  Monthly  Magazine,  May  1908,  is  near  the  old  mill  at  Chadds  Ford,  Pennsylvania,  It  is  symbolic 
of  the  worries  and  tortures  of  life,  the  struggle  for  existence. 

In  1 91 2,  a year  after  the  artist’s  death,  the  desire  to  keep  48  treasured  works  by  Howard  Pyle  in  Wilmington  led 
art-loving  citizens  to  found  the  organization  that  would  become  the  Delaware  Art  Museum,  now  heralded  as 
the  home  of  the  Brandywine  tradition  in  American  art. 
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E-Mail  birdog@NNI.com 


To:  Medical  Professional 

From;  Ken  J.  Musi 

Re:  Health  Care  Real  Estate  in  Delaware 

Within  the  field  of  medicine,  physicians  specialize  in  order  to  best  meet  the  medical 
needs  of  their  patients.  As  a commercial  real  estate  agent,  I have  done  likewise  for 
equally  important  reasons.  By  becoming  an  expert  in  the  field  of  real  estate  specifically 
suited  for  the  Health  Care  industry,  I have  helped  hundreds  of  physicians  and  medical 
groups  acquire,  sell  or  lease  space  appropriate  for  medical  practices  and  health  related 
facilities. 

Since  beginning  my  career  in  1989, 1 have  built  a client  base  that  has  come  to  value  the 
knowledge  and  expertise  that  I have  acquired  through  this  specialization  in  real  estate. 
Many  Physicians,  Residential  real  estate  agents,  attorneys,  accountants,  and  other 
Commercial  real  estate  agents  also  recognize  the  importance  of  such  a specialty,  with 
much  of  my  business  resulting  in  referrals  fi’om  this  important  professional  network. 

Some  of  my  clients  have  included:  Blue  Cross  Blue  Shield  of  Delaware,  the  duPont 
Hospital  for  Children,  St  Francis  Hospital  (Franciscan  Family  Care),  Riverside  Hospital, 
Christiana  Care,  First  State  Orthopaedics,  The  Delaware  Heart  Group,  Gastroenterology 
Associates  and  many  more.  In  addition,  I have  also' assisted  many  physicians  in  finding 
suitable  sites  to  develop  an  office  building  either  for  their  business  or  for  the  purpose  of 
investment.  Whether  assisting  physicians  just  completing  residency,  or  business 
managers  of  large  practices,  my  real  estate  expertise  in  the  Health  Care  field  can  be  of 
tremendous  value.  As  a member  of  the  DMGA  (Delaware  Medical  Group  Managers 
Association),  I remain  involved  in  the  concerns  and  issues  facing  the  medical  community 
providing  an  extended  benefit  to  all  of  my  clients. 

Should  you  have  a building  suitable  for  Health  Care  use,  please  call  me  if  you  plan  to  sell 
or  lease.  Within  my  database  may  be  someone  needing  exactly  what  you  have.  If  you 
are  looking  for  space  to  start  a practice,  move  a practice,  or  add  additional  locations, 
check  with  me  first  as  I will  probably  be  aware  of  a building  or  location  perfect  for  your 
needs.  My  goal  is  to  provide  the  highest  quality  of  service  while  offering  you  the  greatest 
level  of  expertise  as  it  relates  to  your  real  estate  needs  in  leasing,  buying  or  selling 
property  in  the  specific  area  of  Health  Care.  I look  forward  to  hearing  fi-om  you. 
Sincerelv, 


Ken  J.  Musi 
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Don't  Spend  Money  on  New 
Practice  Management  Software 

We'll  Give  it  to  You  FREE! 

And  we'll  save  you  money  in  other  areas! 


Just  give  us  a few  minutes  of 
your  time  and  we'll  show  you  how 
you  can  take  advantage  of  our 
Satellite  Program.  We'll  give  you 
FREE  Windows-based  practice 
management  software.  You  and 
your  office  remain  in  complete 
control  of  your  patient  data  base. 
You  can  look  up  patient  files, 
schedule  patient  visits,  enter  trans- 
actions, post  payments,  check 
patient  balances,  print  patient 


ledger  (walkout  statements), 
review  patient  aging,  print  a 
daysheet  and  do  a recall  report. 
We'll  electronically  file  claims  for 
your  practice.  We  can  save  you  at 
least  50%  Off  your  manual  claim 
filing  cost.  We'll  provide  you  with 
all  the  other  necessary  reports  that 
will  allow  you  to  efficiently  man- 
age your  practice. 

Give  us  a few  minutes 
of  your  time  . . . 

We'll  perform  a FREE  Procedure 
Code  Analysis,  bring  your  codes 
up  to  date  (CPT  & HCPCS)  and 
show  you  where  you're  losing 
money. 


RAPID  RECaVERV  BSCTmNIC  BILLIIVE 


CERTIFIED  REIMBURSEMENT  PROFESSIONALS  ^ 


513  Willow  Street  • Laurel,  Delaware  19956 


Call  IMaw 

[30B]  875-04S3 


COMPUTERS  AND  MEDICINE 


High  Volume  Medical  Web  Sites 

Brett  Elliott,  M.D.  — Gwendolyn  Elliott,  M.L.S. 


In  1998,  22  million  individuals  reported  surfing  the  web  for  medical  information,  and  this  number 
will  increase  to  over  30  million  by  2000.  Fifteen  of  the  highest  volume  medical  web  sites  are 
described  in  this  paper.  Sponsorship  and/or  ownership  of  the  fifteen  sites  varied.  The 
government  sponsors  one,  and  some  are  the  products  of  well-known  educational  Institutions. 
One  site  is  supported  by  a consumer  health  organization,  and  the  American  Medical  Association 
was  in  the  top  15.  However,  the  most  common  owners  are  commercial,  for-profit  businesses. 
Attributes  of  the  ideal  site  were  categorized,  and  include  a robust  privacy  and  disclosure 
statement  with  an  emphasis  on  education  and  an  appropriate  role  for  advertising.  The  covering 
of  Complementary  and  Alternative  Medicine  (CAM)  should  be  in  a balanced  and  unbiased 
manner.  There  has  to  be  an  emphasis  on  knowledge  based  evidence  as  opposed  to  testimonials, 
and  sources  should  be  timely  and  reviewed.  Bibliographies  of  authors  need  to  be  available. 
Hyperlinking  to  other  web  resources  is  valuable,  as  even  the  largest  of  sites  cannot  come  close 
to  covering  all  of  medicine. 


The  web  is  changing  how  the  computer-savvy 
acquire  medical  information.  For  these  indi- 
viduals the  doctor-patient  relationship  is  not 
what  it  used  to  be.  Before  the  web,  for  a lay 
person  to  really  find  details  about  disease  pro- 
cesses and  management,  they  would  need  to 
visit  a physician  or  have  access  to  a university 
medical  library.  Now,  any  patient  with  a com- 
puter can  easily  access  the  same  databases  that 
we  use,  and  obtain  considerable  knowledge  re- 
garding differential  diagnosis,  testing  modali- 
ties, treatment  options,  drugs,  the  probability  of 
complications,  and  expected  outcomes.  In  addi- 
tion there  are  on-line  support  groups  for  medical 


Brett  Elliott,  M.D.,  is  a practicing  ophthalmologist  and  part- 
time  JCAHO  surveyor.  He  is  a member  of  the  West  Virginia 
Medical  Institute  Board  of  Trustees  and  the  Medical  Society 
of  Delaware. 

Gwendolyn  Elliott,  M.L.S.,  is  a Medical  Librarian  at  Bayhealth 
Medical  Center,  Milford  Memorial  Hospital,  Milford,  Dela- 
ware. 


conditions  where  experiences  and  outcomes  are 
easily  shared. 

USAToday  reported,  in  its  July  14,  1999  edi- 
tion, that  by  the  end  of  1988  more  that  22  million 
adults  said  that  they  surfed  the  web  for  medical 
information,  and  this  number  will  be  over  33 
million  by  2000.  There  are  15,000  or  more 
medical  web  sites^  and  according  to  some  of  the 
sites  in  this  paper  over  20  percent  of  web  traffic 
is  medically  related.  A relatively  small  num  ber 
of  sites  receive  a significant  portion  of  these 
visits.  The  15  sites  described  in  this  paper 
received  the  largest  number  of  "hits"  for  all 
medical  sites  during  a recent  month  this  past 
year.  This  is  based  on  summary  information 
from  Media  Metrix  at  http:// 
www.mediametrix.com/. 

Sponsorship  and/or  ownership  of  the  15  sites 
varied.  The  government  sponsors  one,  and  some 
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are  the  products  of  well-known  educational  in- 
stitutions. There  is  a “joint  venture”  as  US 
Healthcare/Aetna  sponsors  the  Johns  Hopkins 
site.  One  site  is  supported  by  a consumer  health 
organization,  and  the  American  Medical  Asso- 
ciation was  in  the  top  15.  However,  the  most 
common  sponsors  or  owners  are  commercial, 
for-profit  businesses.  Commercial  sites  have  an 
interest  in  individuals  with  chronic  conditions. 
If  these  patients  find  a site  useful,  they  will 
make  repeat  visits  and  the  probability  of  them 
buying  medical  equipment  or  pharmaceuticals 
will  increase.  Volume  is  important  in  advertis- 
ing dollars  received,  and  drug  marketing  is 
common  at  commercial  sites.  Consequently, 
diabetes,  arthritis,  cardiovascular  disease,  and 
dementia  are  commonly  featured  sections,  and 
there  is  less  coverage  of  uncommon  conditions. 

Policies  regarding  the  disclosure  of  sponsorship 
and  privacy  issues  were  usually  clearly  stated, 
however,  at  some  sites  this  information  was  not 
given  or  was  difficult  to  find.  It  is  important  to 
know  whether  resources  on  the  site  were  there 
because  of  advertising  or  merit.  Privacy  issues 
are  important  for  patients  with  illnesses.  A 
variety  of  sites  had  “medical  experts”  and  gener- 
ally their  qualifications  were  presented.  All  the 
sites  had  disclaimers.  Some  sites  attest  to 
meeting  voluntary  nationally  recognized  stan- 
dards regarding  disclosure,  privacy,  and  ethics. 
The  three  used  by  the  sites  in  this  paper  are  as 
follows: 

TRUSTe 

http://www.truste.org/ 

Truste  is  an  independent,  nonprofit  initiative 
promoting  the  principles  of  disclosure.  When 
visiting  a Web  site  displaying  the  TRUSTe 
mark,  one  can  expect  to  be  notified  about  what 
information  is  gathered/tracked,  how  the  infor- 
mation is  used,  and  with  whom  it  is  shared. 
There  is  no  requirement  to  divulge  sponsorship 
relationships. 

HON 

http://www.hon.ch/HONcode/Conduct.html 
HON  is  a not-for-profit  organization  established 
in  1996  with  headquarters  in  Geneva,  Switzer- 
land. Associated  with  the  University  Hospitals 


of  Geneva  it  has  developed  a code  of  ethics  for 
medical  web  sites.  The  site  must  pledge  that, 
unless  otherwise  stated,  medical  advice  is  given 
by  qualified  individuals,  the  information  is  de- 
signed to  support,  as  opposed  to  replace,  the 
doctor-patient  relationship,  and  confidentiality 
is  maintained.  Where  appropriate,  the  site 
must  provide  hyperlinks  to  evidence-based,  bal- 
anced information,  provide  feedback  to  visitors, 
and  disclose  commercial  or  advertising  relation- 
ships. 

Verified  Internet  Pharmacy  Practice  Sites  (VIPPS) 

http://vipps.nabp.net/verify.asp 
The  National  Association  of  Boards  of  Phar- 
macy developed  this  program  in  the  spring  of 
1999.  To  be  VIPPS  certified,  the  on-line  phar- 
macy has  to  meet  a variety  of  pharmacy  stan- 
dards regarding  quality,  education  and  confi- 
dentiality. 


HIGH  VOLUME  SITES  IN  DESCENDING 
ORDER  OF  VISITS 

AOL  Health  Channel 

http://www.aol.com/webcenters/health/home.adp 
This  is  the  most  frequently  visited  medical  web 
site  as  itis  an  intrinsic  part  of  AOL  and  contains 
a large  amount  of  information.  From  the  open- 
ing menu,  one  can  go  to  a number  of  sites, 
sections  and  departments. 

Illness  and  Treatment  Department:  An  exten- 
sive listing  of  conditions  and  illnesses  from 
“Addiction”  to  “STD’s”  is  displayed.  Specific  ill- 
ness sections  have  an  overview  area,  and 
hyperlinks  to  well  known  and  respected  sites 
(e.g.  hepatitis  links  to  NIH  patient  consumer 
publications,  and  the  American  Liver  Founda- 
tion). Organ  transplant  regulations  were  also 
there.  Some  had  both  mainstream  medicine  and 
CAM.  Asthma  links  to  CAM,  but  also  Mayo 
clinic,  American  Academy  of  Allergy,  Asthma 
and  Immunology  and  others.  Other  sections  are 
Seniors,  Men,  Women  and  Children.  In  the 
Children’s  Section  one  finds  why  vaccinations 
are  important  and  links  to  the  CDC  vaccination 
schedule.  The  site  has  a pregnancy  calendar, 
calorie  counter,  calculators  and  an  area  where 
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one  can  buy  health  related  items.  The  drug 
information  database  is  a hyperlink  to 
drkoop  .corn’s  drug  information  center. 

All  resources  were  referenced.  This  site  is  one  of 
the  portal  medical  web  sites  you  can  use  to  look 
at  other  medical  offerings  on  the  web.  The 
privacy  policy  is  that  of  AOL  and  it  subscribes  to 
TRUSTe  principles. 

Mothernature.com 

http;//mothernature.com/ 

This  site  sells  herbs,  vitamins,  minerals,  and 
food  supplements.  It  encourages  CAM  by  testi- 
monials and  articles  that  attest  to  the  value  of 
CAM.  The  opening  menu  has  a section  on  get- 
ting started  with  vitamins,  supplements  and 
herbs  and  one  can  jump  to  short  articles  promot- 
ing the  advantages  of  these  remedies.  Some 
references  are  included.  The  opening  page  has 
a commercial  flavor.  One  can  easily  obtain 
information  on  SAM  e,  which  is  good  for  depres- 
sion, and  get  two  bottles  and  a book  for  the 
specialprice  of  $106.93. 

There  is  an  encyclopedia  where  one  can  type  in 
the  name  of  conventional  pharmaceuticals  and 
see  if  there  are  any  cross-reactions  with  CAM 
substances.  A search  on  ephedrine  gave  a list  of 
herbs  that  can  retard  its  absorption  and  refer- 
enced some  herbs  that  contain  this  drug.  A 
Recent  News  Section  with  articles  on  CAM  and 
a community  bulletin  board  round  out  the  site. 
Mothernature.com  subscribes  to  TRUSTe  and 
has  a privacy  statement. 

National  Institutes  of  Health 

http://www.nih.gov/health/ 

This  National  Institutes  of  Health  web  portal  is 
designed  with  the  lay  person  in  mind.  There  are 
links  to  consumer  health  resources,  and  a vari- 
ety of  full  text  on-line  articles  covering  many 
medicalproblems.  Alistof  NIH  and  nongovern- 
ment health  hotlines  is  included. 

The  National  Library  of  Medicine’s  MedLinePlus 
is  also  featured.  This  is  an  easily  searchable 
database  for  the  layman  covering  numerous 
medical  issues.  These  pages  provide  a selected 
list  of  resources  and  are  not  as  comprehensive  as 


MedLine.  MedLinePlus  says  that  it  is  designed 
for  educational  use  and  is  not  intended  to  replace 
advice  from  a health  professional. 

There  are  also  basic  reference  materials  such  as 
a medical  dictionary  and  directories  to  other 
databases  and  medical  libraries.  A section  on 
dietary  substances  has  a database  of  articles  on 
this  topic.  Searching  at  this  site  is  pleasant  and 
fast,  as  it  has  no  advertisements  that  your 
browser  must  first  load.  The  site  subscribes  to 
HON  code. 

Drugstore.com 

http;//www.  drug  store,  com 

This  web  site  opened  in  February  1999  and  has 
quickly  grown  into  a large  on-line  pharmacy. 
The  site  also  sells  beauty  aids,  nonprescription 
medication,  and  medical  equipment. 

The  opening  menu  has  six  sections:  Health, 
Beauty,  Wellness,  Personal  Care,  Pharmacy, 
and  Solutions.  The  first  four  sections  sell  OTC 
drugs,  medical  equipment,  cosmetics,  vitamins, 
nutritional  supplements,  herbs,  aromatherapy 
materials  and  homeopathy  preparations. 

To  purchase  ethical  drugs  at  the  pharmacy  one 
fills  out  a form  requesting  basic  identity  infor- 
mation, billing  preferences,  allergies,  medical 
conditions,  and  current  medications.  One  is 
asked  if  generics  are  acceptable.  Then  one  is 
given  options  with  respect  to  how  the  pharmacy 
will  obtain  your  prescription.  Medications  can 
be  mailed  or  picked-up  at  a local  Rite  Aid  Phar- 
macy. 

In  the  Solutions  Section,  there  is  a drug  inde.x 
with  prices  and  capsular  data  about  the  medica- 
tion, wellness  information,  and  buying  guides. 
A Medical  Reference  Section  features  short  ar- 
ticles on  timely  topics.  October  was  “Breast 
Cancer  Awareness  Month”  and  there  was  infor- 
mation such  as  the  American  Cancer  Society’s 
method  for  doing  a breast  exam.  In  the  Breast 
Health  Center  was  a kit  for  $24.95  to  help  a 
woman  do  a self-exam.  This  site  has  a commer- 
cial overlay  emphasizing  sales,  and  ads  frequent 
the  pages. 
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The  site  subscribes  to  TRUSTe,  VIPPS  and 
describes  its  privacy  and  disclosure  policies. 

Healthshop.com 

http;//healthshop.com/ 

This  site’s  emphasis  is  CAM  and  OTC  medica- 
tions, and  does  not  stress  mainstream  medicine. 
The  home  page  directs  one  to  special  offers  and 
best  sellers.  Health  experts  dispense  advice  as  per 
the  following  example : 

Q.  What  can  I do  about  an  over  active  immune 
system?  I have  had  cartilage  problems  since  17.1 
have  osteoarthritis  and  arthritis  in  the  wrist  and 
fingers.  It  seems  all  my  family  is  having  some  type 
of  the  same  thing. 

A.  Dr.  Zand,  OMD;  You  may  want  to  explore  the 
Shitake  mushroom.  It  is  an  Oriental  mushroom 
that  helps  balance  immune  function.  You  may 
also  want  to  look  into  glucosamine  sulfate  and 
chondroitin  sulfate  (CSA).  Both  of  these  are  very 
beneficial  in  restoring  health  to  cartilage. 

The  opening  menu  also  has  a “Health  Planner.” 
Brett  Elliott  took  the  test  to  see  what  was  impor- 
tant to  do  or  not  to  do,  and  found  out  that  he  was 
at  risk  for  cartilage,  bone  and  joint  problems.  It 
was  recommended  that  he  buy  a Vitamin  and 
trace  metal  supplement  preparation  on  sale  for 
$24.95,  and  also  consider  dietary  changes  and  get 
more  sun.  A weakness  of  this  site  from  a patient 
education  perspective  is  too  little  emphasis  on 
main  stream  medicine,  and  it  does  not  strike  a 
balance  between  this  and  CAM  as  some  sites  do. 
Its  emphasis  is  selling  CAM  products.  The  site 
has  privacy  and  disclosure  statements. 

Onhealth.com 

http://onhealth.com/ch1/index.asp 
Onhealth  is  an  independent  consumer  health 
information  service  based  in  Seattle,  Washington. 
The  site  said  its  goal  is  to  provide  valuable  ideas 
about  wellness,  health  and  medicine.  Both  main- 
stream medicine  and  CAM  are  covered.  The 
articles  have  dates,  references,  and  information  is 
supplied  about  the  authors. 

The  opening  menu  has  sections  whose  articles 
change  periodically;  one  had  an  anti-physician 
flavor,  discussing  physician  waiting  room  times. 
“But  just  how  long  should  you  sit  there  patiently 


in  your  doctor’s  office,  surrounded  by  stale  maga- 
zines and  fresh  germs?”  The  advice  given  to  avoid 
long  waiting  room  times  was  realistic. 

The  site  has  a Mind  and  Body  section  with  an 
article  on  ADD,  and  another  on  sex.  The  second 
section  on  Staying  Well  has  articles  on  peripheral 
neuropathy,  the  banking  of  cord  blood,  and  dietary 
issues.  There  is  a reference  section  with  Condi- 
tions A to  Z,  drug  and  herbal  databases,  a medical 
dictionary  and  other  resources.  The  site  has  a 
Wellness  Manager  for  planning,  and  the  site 
offered  to  e-mail  a monthly  reminder  for  breast 
self-exams.  The  final  section  is  Medicine  that 
featured  the  flu  in  November.  Bulletin  boards 
require  registration,  and  most  of  the  articles  in  the 
site  can  be  globally  searched. 

The  web  site  reference  section  recommends  other 
sites  and  clicking  on  “Cancer”  brought  up 
OncoLink,  American  Cancer  Society,  National 
Cancer  Institute,  and  various  support  groups. 
The  Recommend  a Doctor  section  uses  “AMA 
Select”  and  testimonials  from  individuals  that 
have  e-mailed  information  about  their  physician 
toOnhealth.com.  For  pharmaceutical  purchases, 
there  are  hyperlinks  to  drugstore.com. 
Onhealth.com  subscribes  to  HON  code. 

Thriveonline.com 

http://thriveonline.aol.com/ 

ThriveOnline  was  founded  in  1996  as  a joint 
venture  between  America  Online  and  Time  Inc., 
and  is  now  a wholly  owned  subsidiary  of  Oxygen 
Media.  The  site  said  it  is  dedicated  to  informing 
and  empowering  the  online  community. 

On  the  opening  menu  there  are  message  boards, 
an  expert  advice  and  chat  column,  headline 
section  with  timely  topics,  a browseable  list  of 
approximately  40  medical  conditions  with  dis- 
cussions in  layperson’s  terms,  and  six  sections 
on  general  topics  such  as  sexuality,  fitness,  and 
nutrition.  At  a Health  Library,  one  can  input  a 
term  and  search  the  popular  literature.  Typing 
in  “Viagra”  and  limiting  the  search  to  popular 
literature  returned  articles  from  Time,  Con- 
sumer Reports,  NY  Times,  and  the  Harvard 
Health  Letter.  There  is  a list  of  “medical  tests 
not  to  miss”  which  is  a compendium  of  recom- 
mended vaccinations,  examinations  and  tests 
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based  on  age  and  sex.  The  site  has  a list  of 
common  medical  conditions  and  related  health 
organizations.  For  each  resource,  a brief  de- 
scription, an  800  number,  and  web  address  are 
included.  Another  section  explains  how  to  match 
consumer  needs  to  a given  physician,  hospital  or 
health  plan.  There  were  general  guidelines  on 
selecting  a physician  and  one  was  directed  to  the 
AMA’s  “Physician  Select”,  US  News  and  World 
Report  on  the  best  medical  schools,  and  the 
American  Board  of  Medical  Specialties.  The  site 
has  work  sheets  designed  to  find  out  which  type 
of  health  plan  makes  the  most  sense  based  on: 
freedom  of  choice,  pricing  concerns,  special  cov- 
erage considerations  such  as  CAM  or  long  term 
care,  etc. 

The  site  also  has  a “Health  Portrait”  which  is  a 
questionnaire  delving  into  family,  sexual,  medi- 
cal and  immunization  history,  diet,  life-styles, 
and  psychiatric  history.  In  taking  the  test,  if 
one  says  they  do  not  wear  a bicycle  helmet,  an 
injury  profile  is  highlighted.  To  emphasize  this 
risk,  a link  is  available  to  an  article  dealing  with 
bike  helmets  preventing  injury.^  This  was  a 
pleasant  change  from  some  other  questionnaires 
that  inevitably  concluded  that,  among  other 
things,  you  needed  to  take  an  herb,  vitamin,  or 
mineral  the  site  was  ready  to  sell  to  you. 

Privacy  and  disclosure  policy  is  that  of  AOL  and 
TRUSTe.  Their  experts  had  online  bibliographic 
data. 

drkoop.com 

http://www.drkoop.com/ 

The  opening  menu  features  top  news  stories, 
and  there  are  sections  on  News,  Family  Re- 
sources, Wellness,  Community  and  Conditions. 

The  News  section  reports  on  timely  topics,  events, 
and  has  an  announcements  and  recall  area.  The 
Family  Health  Center  has  articles  on  children, 
men,  women  and  the  aging.  The  Health  Re- 
source Center  features  a drug  checker,  links  to 
the  FDA  web  site,  an  informational  insurance 
center,  and  online  pharmacy.  It  also  rates  other 
medical  web  sites  and  has  a book  section,  with 
links  to  Amazon.com.  A Wellness  Center  has 
information  on  tobacco  cessation  strategies,  an 


eating  healthy  section,  and  a prevention  ques- 
tionnaire. Preventive  care  issues  such  as  pros- 
tate screening,  testicular  self-examination,  and 
pap  smears  were  discussed.  The  Conditions  sec- 
tion has  a disease,  first  aid,  and  mental  health 
center.  Information  is  from  appropriate  sources 
and  authoritative  web  sites  are  given.  When 
clicking  on  glaucoma,  the  information  presented 
was  from  the  American  Glaucoma  Foundation. 
The  Conditions  Section  also  permits  searching 
by  symptoms  such  as  abdominal  pain  or  cough. 
The  Community  Section  has  a chat  section, 
message  boards  and  over  130  support  groups. 

You  can  globally  search  the  site,  and  also  go 
directly  to  MedLine  or  Cancerlit.  A searchable 
database  rating  and  describing  other  medical 
sites  is  also  available.  There  is  an  online  phar- 
macy, bookstore,  insurance  center  and  a listing 
of  community  partners. 

The  site  subscribes  to  Hon  and  describes  its 
privacy  policy. 

InteliHealth 

http://www.intelihealth.com/lH/ihtlH?t=408&st=408&r= 

WSiHWOOO 

InteliHealth  was  established  in  1996,  and  is  a 
joint  venture  of  Aetna  U.S.  Healthcare  and 
Johns  Hopkins  University  and  Health  System. 

The  opening  menu  has  topical  areas:  October 
highlighted  breast  cancer  awareness  and  No- 
vember featured  articles  on  influenza.  The 
Today’s  News  section  has  current  event  medical 
articles  searchable  by  topic.  A Visit  our  Zones 
section  covers  common  diseases  and  medical 
topics  such  as  diabetes  and  weight  manage- 
ment. A “More  Featured  Areas”  highlights  less 
common  illnesses  such  as  lyme  disease  and 
multiple  sclerosis.  Clicking  on  a specific  item 
takes  you  to  an  in-depth  discussion  of  the  topic. 
Many  topics  have  Ask  the  Doc  sections  and  the 
authors  are  generally  associated  with  Hopkins 
and  have  bibliographies.  There  are  hyperlinks 
to  other  web  sites.  The  drug  section  is  sponsored 
by  drugstore.com. 

The  Johns  Hopkins  News  and  Commentaries 
are  available  online.  The  Health  Resources 
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section  has  a physician  locator,  an  extensive 
disease  and  condition  guide,  common  drug 
searches,  basic  references  such  as  a dictionary, 
and  drug  information.  A MedSite  section  is  a 
searchable  database  of  medical  journals  cover- 
ing a large  number  of  conditions.  The  site  will 
e-mail  you  new  listings  as  they  are  added  to  your 
topics  of  interest. 

The  site  is  put  together  well  and  directed  toward 
the  lay  person.  There  are  commercial  sections 
for  selling  drugs  and  medical  equipment,  how- 
ever, they  are  not  obtrusive  and  are  more  com- 
partmentalized than  what  is  seen  on  many 
commercial  sites.  The  site  subscribes  to  HON 
code. 

MayoClinic 

http://mayohealth.org/ 

The  Mayo  Foundation  developed  the  Mayo  Clinic 
Health  Oasis  Web  Site  for  Medical  Education 
and  Research.  Mayo  physicians,  scientists,  writ- 
ers, and  educators  direct  the  site,  and  its  infor- 
mation is  appropriate  for  the  lay  person.  It  is 


updated  weekly  and  any  article  over  three  years 
old  is  automatically  reviewed  for  accuracy  and 
appropriateness. 

The  opening  menu  has  a New  on  Oasis  section 
with  timely  topics,  and  a More  News  Center. 
The  site  has  a center  section  with  ten  common 
medical  topics.  The  Asthma  and  Allergies  sec- 
tion has  information  on  food  allergy,  asthma 
control  and  related  conditions.  In  addition,  it 
has  reference  articles  and  a hyperlinked  list  of 
well  accepted  sources  of  pertinent  information. 
Other  disease  sections  are  set  up  in  similar 
fashion  with  general  information,  and  links  to 
articles  and  other  web  sites.  Some  sections  have 
“Ask  a Mayo  Physician”  and  quizzes. 

The  search  section  has  a module  for  drugs,  and 
a second  one  where  one  can  search  for  diseases 
not  in  the  center  section.  There  is  no  commer- 
cial overlay,  however,  the  site  is  not  as  compre- 
hensive as  some  others  are. 

The  site  subscribes  to  HON  code. 


Table  1.  Web  site  URLs  included  in  this  paper 


Sites  Visited 

Medscape 

http://www.medscape.com/ 

American  Medical  Association 
http://www.ama-assn.org/ 

Mothernature.com 

http://mothernature.com/ 

AOL  Health  Channel 

http://www.aol.com/webcenters/health/home.adp 

National  Institutes  of  Health 
http://www.nih.gov/health/ 

drkoop.com 

http://www.drkoop.com/ 

Onhealth.com 

http://onhealth.com/ch1/index.asp 

Drugstore.com 

http://www.drugstore.com 

Onlinepsych.com 

http://www.allhealth.com/onlinepsych 

Healthshop.com 

http://healthshop.com/ 

PlanetRx.com 

http://planetrx.com/ 

HON 

http://www.hon.ch/HONcode/Conduct.html 

Thriveonline.com 

http://thriveonline.aol.com/ 

lnteliHealth.com 

http://www.intelihealth.com/lH/ihtlH?t=408&st= 

TRUSTe 

408&r=WSlHW000 

http://www.truste.org/ 

Mayo  Clinic 

Verified  Internet  Pharmacy  Practice  Sites  (VIPPS) 

http://mayohealth.org/ 

http://vipps.nabp.net/verify.asp 

Media  Metrix 

webmed.com 

http://www.mediametrix.com/ 

http://www.webmed.com/ 

26 


Dei  Med  Jri,  January  2000,  Vol  72  No  1 


Computers  and  Medicine 


PlanetRx.com 

http://planetrx.com/ 

PlanetRx  is  a full  services  online  pharmacy,  and 
its  goal  is  to  be  the  most  trusted,  convenient, 
and  informative  e-commerce  destination  on  the 
net. 

The  opening  page  has  four  sections:  the  store  for 
selling  nonprescription  items,  the  pharmacy,  a 
“Learn  More”  section  and  a community  section. 
The  pharmacy  section  is  where  one  purchases 
drugs,  and  one  can  also  obtain  information  on 
medications  by  the  FAQs,  “Ask  a Pharmacist.” 
There  are  also  databases  on  drug  facts  and 
interactions.  The  Learn  More  section  features 
drug  information  databases,  disease  informa- 
tion, a topic  information  section,  and  links  to 
Reuters  Medical  News.  A topic  search  generates 
basic  information  and  a listing  of  the  pertinent 
drugs  and  herbs  for  sale.  A search  for  “high 
cholesterol”  yielded  data  about  dietary  and  life- 
style considerations,  as  well  as  OTC  products 
for  sale  for  this  condition,  such  as  fish  oils  and 
garlic.  It  also  included  information  on  ethical 
drugs  used  for  hypercholesterolemia.  The  com- 
munity section  has  chats,  message  boards,  dis- 
cussion groups  and  special  events  on  Tuesday 
nights.  Upcoming  were  sessions  on  skin  care 
and  alternative  treatments  for  arthritis  pain. 

The  site  subscribes  to  VIPPS. 

Onlinepsych.com 

http://www.allhealth.com/onlinepsych 
This  is  one  of  the  sections  of  the  iVillage 
allhealth.com  web  site.  The  site  had  a variety  of 
quizzes  and  screening  tests  one  could  take  to 
determine  emotional  health  or  lack  thereof. 
After  taking  the  eating  disorder  quiz  and  an- 
swering some  of  the  questions  in  the  negative  at 
the  end  of  the  quiz,  we  received  a summary  and 
recommendation  to  seek  help.  We  said  we  were 
from  Delaware  and  were  referred  to  facilities  in 
Wilmington  or  Dover.  If  one  says  they  are  from 
Arkansas,  one  is  referred  to  a Charter  Health 
facility.  The  emotional  quiz  refers  you  to  books 
and  then  links  to  Amazon.com.  There  are  topics 
such  as  Healthy  Living,  Relationships,  and 
Family.  A support  section  covers  General  Ad- 
diction, Depression,  Mental  Health  and  Behav- 


ioral Problems.  Clicking  on  “General  Addiction” 
brings  up  the  Addiction  page.  Articles  on  alcohol 
abuse  and  an  “Ask  the  Expert”  section  comple- 
ment the  information  presented.  The  site  also 
features  an  “Additional  Article  Section”  that 
describes  other  sources  for  help  such  as  Alcohol- 
ics Anonymous.  It  would  be  useful  if  there  were 
more  hyperlinking  to  other  medical  web  sites. 
In  the  section  on  support  for  women  with  breast 
cancer,  there  was  no  obvious  hyperlinks  to  sites 
such  as  Oncolink  or  the  American  Cancer  Soci- 
ety. 

Privacy  and  disclosure  information  is  contained 
in  the  Terms  of  Conditions  section,  and  back- 
ground information  is  presented  about  the  au- 
thors. 

WebMed 

http://www.webmed.com/ 

The  banner  on  the  opening  page  talks  about 
finding  “The  Best  Medical  Sites  on  the  Web.”  A 
stated  goal  of  the  site  is  education,  and  building 
a listing  of  the  500  best  medical  web  sites.  A 
WEB  Med  500  section  lists  useful  medical  web 
sites,  however,  not  every  site  has  a description. 
One  section  has  an  overview  of  web  medicine. 
On  some  pages,  there  are  ads  such  as  one  for 
ordering  Viagara:  “It  will  be  fast  and  easy.”  One 
can  search  the  web  by  using  MedLine  or  the 
HON  Medical  Search  Engine.  The  site  has  a 
store  where  one  can  search  for  and  purchase 
books,  journals,  supplies,  and  software.  The 
consumer  section  on  books  links  to  Amazon.com. 

There  was  no  obvious  privacy  or  disclosure 
statement. 

American  Medical  Association 

http://www.ama-assn.org/ 

One  can  navigate  this  resource  most  easily  by 
going  to  the  site  map.  The  first  section  has  an 
area  entitled  “About  the  AMA”  with  basic  infor- 
mation on  the  organization.  The  Policy  and 
Advocacy  section  has,  among  other  items,  the 
E&M  Documentation  Guidelines  and  AMA  lob- 
bying activities  along  with  current  legislative 
initiatives.  AMA  policies  are  available  and  this 
database  is  searchable.  There  is  a section  with 
links  to  ethics  issues,  and  in  this  section  is  the 
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AMA  American  Medical  Accreditation  Program . 
One  can  also  access  the  American  Medical  News, 
JAMA  and  the  Archives  which  are  available 
online  in  the  full  text  version.  A section  on 
consumer  health  has  interactive  tools  such  as 
ideal  weight  calculators.  The  Disease  section 
covers  common  medical  problems.  Information 
Centers  offer  in  depth  information  and  cur- 
rently HIV,  Asthma,  Migraine,  and  Women’s 
health  are  featured.  CME  is  offered  in  some  of 
these  areas,  and  there  is  judicious  use  of 
hyperlinking  to  other  sites.  The  Consumer 
Health  Information  Section  has  a list  of  common 
health  issues,  and  generally  it  has  hyperlinks  to 
additional  information.  For  example,  the  sec- 
tion on  Food  Bourne  Illness  only  gave  informa- 
tion on  seafood,  however,  there  were  links  to  the 
CDC.  There  is  also  a What  is  New  section  where 
the  AMA’s  initiative  with  Intel  to  give  physi- 
cians a unique  electronic  identifier  was  de- 
scribed. The  member’s  only  section  has  a vari- 
ety of  forum  discussions  and  other  services. 

There  was  no  obvious  privacy  or  disclosure 
statement  on  the  web  site.  An  e-mail  reply  to 
our  inquiry  said  that  the  AMA  privacy  policies 
are  found  in  AMA  Policy  H-315.984  Patient 
Privacy  and  Confidentiality.  This  went  into 
how  physicians,  employees,  insurance  compa- 
nies, etcetera,  should  respect  patient’s  privacy 
rights,  however,  it  did  not  say  that  this  policy 
covered  individuals  who  may  or  may  not  be 
patients  when  they  visit  the  AMA  web  site. 

Medscape 

http://www.medscape.com/ 

This  site’s  orientation  is  toward  the  practicing 
physician  as  opposed  to  the  public  seeking  medi- 
cal information.  Medscape’s  stated  goal  is  to 
offer  primary  care  physicians,  specialists,  and 
other  health  professionals  the  Web’s  most  ro- 
bust and  integrated  multi-specialty  medical  in- 
formation and  education  service.  When  first 
visiting  Medscape,  one  registers,  sets  up  a spe- 
cialty profile,  and  upon  revisiting  goes  directly 
to  the  specialty  site.  News  stories  germane  to 
the  specialty  are  featured.  At  an  extensive  CMF 
Center,  one  can  easily  find  out  which  courses 
are  free  and  which  are  not.  There  are  links  to 
items  such  as  treatment  updates,  practice  guide- 
lines, an  exam  room  section,  and  conference 


information.  Practice  Guidelines  hyperlink  to 
the  pertinent  site  (e.g.  Immunization  Schedules 
for  childhood  diseases  bring  one  to  MMWR  1/15/ 
99  immunization  recommendations).  At  the 
bottom  of  the  page  is  a list  of  databases  for  topics 
such  as  drugs  and  diseases. 

Medscape  has  ancillary  centers  such  as  Humor 
in  Medicine,  Job  Postings,  and  stock  informa- 
tion. The  Today  on  Medscape  gives  daily  head- 
lines, and  timely  focus  articles.  Some  consumer 
information  is  provided  chiefly  from  CBS 
HealthWatch,  MSNBC,  and  Reuters.  This  is  an 
extensive  and  useful  site  for  the  clinical  physi- 
cian. 

Privacy  policies  were  found,  however,  policies 
regarding  disclosure  of  sponsorship  information 
were  not  apparent. 


CONCLUSIONS 

The  web  contains  an  unprecedented  amount  of 
medical  information  for  the  lay  person  and  phy- 
sician. Finding  unbiased,  knowledge-based  in- 
formation can  be  challenging.  We  believe  the 
ideal  medical  web  site  regardless  of  whether  its 
prime  audience  is  health  care  providers  or  the 
general  public  needs  to  have  the  following  char- 
acteristics: 

1.  Robust  privacy  and  sponsorship  disclosure 
standards  are  important.  For  general  medi- 
cal web  sites  HON  code  or  its  equivalent  is 
an  excellent  standard  and  for  online  phar- 
macies VIPPS  is  appropriate.  Disclaimer 
policies  should  be  posted,  and  all  sites  had 
these.  When  transmitting  medical  informa- 
tion security  is  important.  This  aspect  was 
addressed  at  the  online  pharmacies,  how- 
ever, as  increasing  amounts  of  information 
are  transmitted  over  the  web,  this  issue  will 
become  more  significant.  A cover  story  in 
t\\e  American  Medical  News,  dated  Novem- 
ber 8,  1999,  highlighted  web  medical  site 
ethical  concerns. 

2.  Education  and  advertising  need  to  be  bal- 
anced. Many  excellent  sites  are  commercial, 
and  of  necessity  advertising,  in  one  form  or 
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another,  may  be  required.  However,  the 
intrusiveness  of  this  varied  with  some  sites 
having  few  ads  and  others  placing  ads  on 
more  than  half  the  page.  Education  is  a goal 
for  all  the  sites,  and  getting  the  information 
was  easier  at  some  venues  than  at  others. 

3.  All  medical  information  should  reflect  cur- 
rent practices  and  needs  to  be  dated  and 
reviewed.  Individuals  giving  advice  should 
have  a short  bibliography  giving  degrees, 
affiliations,  and  qualifications.  There  must 
be  an  emphasis  on  evidence-based  medicine 
as  opposed  to  testimonials  and  platitudes. 
The  latter  is  fine  and  can  be  reassuring, 
however,  basing  decisions  on  the  reported 
experiences  of  one  individual  can  be  danger- 
ous. 

4.  . CAM  is  growing  and  for  a site  to  provide  a 

broad  spectrum  of  information  this  area  of 
medicine  cannot  be  ignored.  CAM  can  be 
controversial,  and  information  needs  to  be 
presented  in  an  informative  and  unbiased 
manner. 

5.  Even  the  largest  sites  cannot  provide  all  the 
-useful  inforrhation  that  is  available,  so 

hyperlinking  to  other  sources  is  valuable. 
Finding  other  venues  which  suite  one's  goals 
is  easier  when  a short  synopsis  of  the  site  is 
included  along  with  the  hyperlinked  ad- 
dress. 

Web-based  medicine  is  growing  rapidly,  and 
some  of  these  sites  did  not  exist  a few  years  ago. 
As  bandwidth  increases  and  security  and  ethi- 
cal issues  are  addressed,  both  physicians  and 
their  patients  will  receive  a greater  percentage 
of  medical  information  via  the  Internet.  With 
multimedia  capabilities,  remote  diagnosis  and 
consultations  may  become  commonplace.  Some 
of  the  sites  in  this  paper  are  on  the  cutting  edge 
of  these  technologies,  and  it  will  be  exciting  to 
visit  them  as  online  medicine  matures. 
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A Letter  to  the  Physician  Community 


Plans  for  New  Cancer  Center  Underway 


The  foundation  of  a comprehensive  cancer 
center  on  the  grounds  of  Christiana  Hospital 
campus  is  now  a major  initiative  for  Christiana 
Care  Health  System.  However,  the  building  is 
just  one  part  of  a renewed  commitment  to 
improving  cancer  care.  Plans  for  a new  cancer 
program  will  advance  efforts  to  accomplish 
three  crucial  objectives: 


■ Improve  prevention  and  early  detection 
of  cancer; 

■ Improve  access  to  the  full  spectrum  of 
coordinated  care;  and 

■ Improve  cancer  survival  and  the  quality  of 
life  for  cancer  patients. 

Adopting  the  "best  practice"  approach 

Extensive  surveys  of  physicians  in  our 
neighborhoods  and  communities  affirm  that  the 
oncology  care  we  currently  provide  is  very 
good.  However,  we  also  believe  that  the  ways  in 
which  care  is  provided  could  be  better 
coordinated.  Delaware  continues  to  rank  high 
nationally  in  cancer  mortality  rate. 

Physicians^  involvement 

Dozens  of  community  physicians  are  already 
influencing  the  design  and  future  operational 
standards  of  the  cancer  center. 

Many  doctors  are  serving  on  Health 
Improvement  Teams,  organizing  to  focus  on 
specific  cancer  sites,  and  continuing  to  influence 
decisions  about  how  daily  cancer  care  and 
support  services  are  managed. 

We  encourage  you  to  learn  more  about  this 
initiative  and  become  involved  in  its  develop- 
ment. If  you  are  interested  in  hearing  more 
about  the  new  cancer  center  and  program, 
please  contact  us  directly. 

Joseph  F.  Kestner,  jr.,  M.D.  at  368-5515  or 
James  B.  Newman,  M.D.  at  658-6606 


00DEV08 


Christiana  Care's  new  freestanding  outpatient  facility 
will  establish,  for  the  first  time  in  Delaware,  a single, 
patient-focused  location  offering  centralized  cancer 
services.  Credit:  HKS  Architects 


In  renewing  its  commitment 
to  improving  cancer  care, 
providers  will  follow  an 
evidenced-based  approach  using 
''best  practice"'  models  for  both 
clinical  and  support  services. 


Joseph  F.  Kestner,  Jr.,  M.D. 

Chair,  Physician 

Communications 

Committee, 

Christiana  Care 
Cancer  Center 


James  B.  Newman,  M.D. 

Chair,  Program 
Planning  Group,  Christi- 
ana Care 
Cancer  Center 


IN  BRIEF 


THE  MEDICAL-DENTAL  STAFF  OF  CHRISTIANA 
CARE  ANNOUNCES  THE  COMMENDATION  FOR 
EXCELLENCE  AWARD 

Established  by  staff  council  to  honor  a current  or 
former  member  of  the  medical-dental  staff,  this 
award  will  be  presented  annually  at  the  medical- 
dental  staff  dinner. 

This  award  has  been  created  to  recognize  cur- 
rent or  former  members  of  the  staff  who  through 
clinical,  scholarly,  educational  and/or  humani- 
tarian activities  have  made  exceptional  contri- 
butions to  this  community. 

Nominations  may  be  made  in  writing  by  any 
individual  who  is  knowledgable  of  the  candidate. 

Additional  information  may  be  obtained  by  call- 
ing Elaine  at  the  Office  of  Medical  Affairs  (302- 
428-2575)  or  from  JosephF.  Kestner,  Jr.,  M.D., 
Chairman  of  the  Awards  Committee. 


ANNUAL  RHEUMATOLOGY  UPDATE 

The  speakers  and  topics  for  this  update  are: 

• L.J.  Leventhal,  M.D.,  "Clearing  Up 
the  Con-2  Confusion" 

• D.J.  Clauw,  M.D.,  "Fibromyalgia:  Current 
Concepts  in  Diagnosis  and  Treatment" 

• Lyme  Update  and  The  Risk  of  Injury  and 
Arthritis 

WHEN:  March  25,  2000 

WHERE:  MBNA  Bowman  Center,  Newark 

TIME:  7:30  a.m.,  with  a continental  breakfast 

For  additional  information,  please  contact  the 
Arthritis  Foundation  at  800-292-9599  or  302- 
777-1212 


TIME  SHARE  SPACE  AVAILABLE 

Time-sharing  space  available  for  physicians. 
Very  attractive  medical  office  adjacent  to  the 
Christiana  Hospital. The  space  is  a unique  option 
for  physicians  requiring  a second  office. 

The  space  is  fully  furnished. 

Secretarial  and  medical  assistance  available. 


Please  contact  Omega  Medical  Center/Kinsale  Reality  at 

302-368-9625 
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MichaelJ.  Axe,  M.D. 

Alex  B.  Bodenstab,  M.D. 
Stephen  L.  Hershey,  M.D. 

John  T.  Hogan,  M.D. 
William  A.  Newcomb,  M.D. 
Brent  R.  Noyes,  M.D. 
Leo  W.  Raisis,  M.D. 

Bruce  J.  Rudin,  M.D 
David  T.  Sowa,  M.D 
Robert  A.  Steele,  M.D 

Are  pieased  to  announce  that 

EVAN  H.  CRAIN,  M.D. 

Board  certified  in 

Sports  Medicine  - Arthroscopic  Surgery  - Arthritis 
Joint  Replacement  - Fracture  Care 

Has  merged  his  practice  with 

FIRST  STATE  ORTHOPAEDICS,  P.A. 

New  Castle  Family  Medicine  Center 
239  Christiana  Road  - New  Castle,  DE  19720 

(302)322-3400  www.fsortho.com  Office  Hours  by  Appointment 


C^<; 

/^CLi 


Your  Prescription  for  a Healthy  Practice 


Managed  care  and  market-driven  reforms  are  forcing 
profound  changes  in  the  way  health  care  providers  operate. 
Questions  about  patient  care  are  now  issues  of  patient  cost. 

McBride  Shopa  can  help  you  concentrate  on  your 
profession,  giving  you  the  remedy  you  need  to  operate 
an  efficient  and  cost  effective  practice. 


As  members  of  the  CPA  Healthcare  Network, 
McBride  Shopa  can  provide  you  with  medical 
practice  consulting  and  educational  resources. 


Members  of  the  Delaware  Society  of  CPA's,  the  American  Institute  of  CPA's, 
Independent  Accountants  International,  and  the  Delaware  Medical  Group 
Management  Association. 


Certified  Public  Accountants  and  Management  Consultants 


270  Presidential  Drive  • Wilmington,  Delaware  19807  • (302)  656-5500  • www.mcbrideshopa.com 
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Michael  J.  Axe,  M.D. 

Alex  B.  Bodenstab,  M.D. 
Stephen  L.  Hershey,  M.D. 
John  T.  Hogan,  M.D. 
William  A.  Newcomb,  M.D. 


Brent  R.  Noyes,  M.D. 
Leo  W.  Raisis,  M.D. 
Bruce  J.  Rudin,  M.D. 
David  T.  Sowa,  M.D. 
Robert  A.  Steele,  M.D. 


Are  pleased  to  announce  that 

RANDEEP  S.  KAHLON,  M.D. 

Fellowship  trained  in 

Hand  and  Upper  Extremity 


and 


BRUCE  E.  KATZ,  M.D. 

Board  certified  and  fellowship  trained  in 

Operative  Treatment 
of  the  Adult  Spine 

Have  joined  them  in  practice  at 


FIRST  STATE  ORTHOPAEDICS,  P.A. 

Medical  Arts  Pavilion,  Suite  238 
4745  Ogletown-Stanton  Road  - Newark,  DE  19713 


(302)  731-2888 


www.fsortho.com 


Office  Hours  by  Appointment 


To  Someone  Who  Stutters, 

It’s  Easier  Done  Than  Said. 

The  fear  of  speakin^^  keeps  many 
peoj^le  (mm  hein^^  lieard.  If  you 
stutter  or  know  someone  who  does, 
write  or  call  for  our  free  informative 
brochures  on  prevention  and 
treatment  of  stuttering. 

3 100  Walnut  Grove  Road,  Suite  603  • P.O.  Box  11749  • Memphis,  TN  381 1 1-0749 


STUTTIiRINO 

FOUNDATle:)N 

OF  America 

A Nnnjiroju  ( 

•Simv  1947  --/  I luisc  Who  Siuiici 

www.stutterSFA.org 

1-800-992-9392 


Is  one  of 

Your  Patients 

facing  an 

Unplanned  Pregnancy? 

Adoption  House,  Inc. 
can  help. 

Adoption  House,  Inc.  is  a fully-licensed  private  adoption  agency  staffed  with  caring,  experienced 
adoption  professionals.  We  endorse  adoption  as  a positive  course  for  birth  mothers  and  adopting  couples. 

Our  services  are  legal  and  confidential.  Adoption  House  is  an  unbiased  non-profit  organization  with  no 

religious,  political  or  philosophical  affiliations, 

If  one  of  your  patients  could  benefit  from  our  services,  please  refer  us. 

(302)  477-0944 

Serving  Delaware,  Pennsylvania,  New  Jersey  and  Maryland 
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Proceedings  of  the 
1999  House  of  Delegates 
Reference  Committee  A 


The  reports  from  Reference  Committees  B and  C 
will  be  published  in  future  issues  of  the  Delaware 
Medical  Journal. 

The  complete  report  of  the  Proceedings  of  the 
1999  House  of  Delegates  is  on  file  at  the  Medical 
Society  office  and  is  available  to  members. 


The  210’^  Annual  Meeting  of  the 
House  of  Delegates  of  the  Medical 
Society  of  Delaware  was  called  to 
order  at  the  DuPont  Country  Club, 
Wilmington,  Delaware,  on  Friday, 
November  19, 1999,  at  1:00  p.m.  by 
Martin  G.  Begley,  M.D.,  President, 
Medical  Society  of  Delaware. 

A quorum  was  declared. 

A motion  was  made,  seconded  and 
approved  to  adopt  the  Proceedings 
of  the  1998  session. 

The  session  included  remarks  by 
William  H.  Mahood,  M.D.,  Member 
of  the  Board  ofT  rustees  of  the  Ameri- 
can Medical  Association;  recogni- 
tion of  other  special  guests  and 
past  presidents  of  the  Medical  So- 
ciety of  Delaware  who  were  present; 
reports  of  the  Reference  Commit- 
tees; Dr.  Begley’s  address  as 
President  of  the  Medical  Society  of 


Delaware;  the  report  of  the  Nomi- 
nating Committee;  and  the  accep- 
tance speech  of  President-Elect, 
Michael  A.  Alexander,  M.D. 

Dr.  Begley  called  upon  Roger  B. 
Thomas,  Jr.,  M.D.,  Speaker  of  the 
House  of  Delegates,  and  Joseph 
A.  Lieberman  III,  M.D. , Vice  Speaker, 
to  preside  during  the  reports  of  the 
Reference  Committees. 


REPORTOFTHE  PRESIDENT 

It  is  hard  to  believe  that  a year  has 
elapsed  since  I had  the  privilege  of 
being  elected  your  president. 
Though  the  time  has  passed 
quickly,  together  we  can  look  back 
on  a year  well  spent  improving  our 
Society  and  enabling  it  to  proyjde 
more  to  our  members  and  the 
people  of  Delaware. 


There  has  been  considerable 
change  and  progress  this  year  in 
all  areas  of  the  Society.  Some  is 
covered  in  other  reports.  There- 
fore, I will  only  comment  on  the 
following: 

Strategic  Planning 
Personnel 
Media  Relations 
Governmental  Affairs 
Managed  Care 
Subsidiaries 
Financial  Affairs 
Communications 
AMA  Delegation 

Changes  in  some  of  these  areas 
have  already  had  major  impact  on 
the  Society;  the  others  will  in  future 
years.  And  in  each  area,  I see 
needs  for  future  work  based  on  my 
observations  and  experience  this 
past  year. 
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STRATEGIC  PLANNING:  Two 

years  ago,  I had  the  pleasure  of 
chairing  a Strategic  Planning  Re- 
treat convened  to  study  the  mis- 
sion, values,  strengths,  weak- 
nesses, opportunities  and  perfor- 
mance of  our  Society.  Those  who 
participated  on  that  retreat  repre- 
sented all  the  constituencies  of  our 
Society  and  during  it  we  adopted  a 
plan  of  action  for  the  Society  for  the 
years  1998  to  2000.  I am  happy  to 
say  that  essentially  all  of  the  goals 
of  that  plan  have  been  accom- 
plished and  our  Society  is  more 
efficient,  directed  and  proactive  as 
a result.  Most  of  the  accomplish- 
ments described  in  this  report  were 
the  direct  result  of  goals  chosen 
during  the  retreat. 

It  is  essential  to  revisit  strategic 
planning  periodically,  at  a minimum 
of  everythree  to  five  years.  In  these 
times  with  so  many  changes  oc- 
curring in  medicine,  reworking  our 
strategic  plan  should  be  done  on  a 
biannual  basis  and  a retreat  has 
been  budgeted  for  the  upcoming 
year.  This  will  be  one  of  the  most 
important  tasks  of  the  Society  and 
it  will  guarantee  that  MSD  will  main- 
tain leadership  in  our  state  and 
continue  to  be  responsive  to  the 
needs  of  our  members  and  their 
patients. 

PERSONNEL:  Over  the  past  year 
there  have  been  significant  per- 
sonnel changes  in  the  Medical 
Society.  We  suffered  the  loss  of  our 
Associate  Executive  Director,  Mrs. 
Beverly  Dieffenbach.  She  had  ad- 
mirably served  and  guided  the  So- 
ciety for  many  years.  Beverly’s  po- 
sition was  not  filled  directly.  In- 
stead, a new,  needed  Director  of 
Governmental  Affairs  and  Commu- 
nications was  hired  to  handle  some 
of  the  functions  Beverly  handled  in 
this  area,  as  well  as  many  new 
tasks.  Other  work  Beverly  per- 
formed was  reassigned  to  other 
staff.  We  have  also  hired  a new 
financial  director  and  a coordinator 
for  staff  functions. 


MEDIARELATIONS:  To  create  and 
fill  the  post  of  Governmental  Affairs 
and  Communications,  we  were 
happy  to  find  Carl  Kanefsky.  He 
comes  to  us  from  Channel  12, 
WHYY  in  Wilmington,  where  he  was 
a producer  and  director  and  devel- 
oped extensive  relations  with  our 
government  officials.  He  has  done 
an  admirable  job  already  during 
this  year’s  legislative  session  and 
is  working  on  new  projects,  includ- 
ing developing  periodic  press  re- 
leases for  the  Society  covering  top- 
ics that  will  be  timely  and  useful  for 
the  media  and  their  audience.  An- 
other of  his  most  important  duties 
is  to  help  us  work  with  the  print  and 
broadcast  media.  The  media’s 
demands  on  the  Society  are  in- 
creasing. The  media  frequently 
calls  upon  the  president  of  the  MSD 
for  comment  on  breaking  stories 
about  medicine,  including  scien- 
tific, economic  and  government 
changes  that  have  an  effect  on  medi- 
cine. They  presentquestions  about 
the  stance  of  MSD  on  various  is- 
sues and  explanations  for  that 
stance.  Additionally,  reporters  of- 
ten have  technical  questions  about 
new  and  old  diagnostic  and  thera- 
peutic techniques.  This  is  a chal- 
lenge for  whoever  is  president.  He 
or  she  has  to  stay  on  top  of  current 
events.  However,  no  president  has 
the  knowledge  to  make  accurate 
comment  about  every  issue.  When 
I had  the  knowledge  necessary  to 
field  the  inquiry,  I did  so.  Otherwise, 
I referred  the  reporter  to  others  who 
had  the  knowledge,  experience  and 
willingness  to  provide  an  answer.  I 
also  referred  reporters  to  those  who 
had  reasonable  differing  opinions 
from  mine.  To  aid  the  president  in 
this  important  function,  provide  ac- 
curate public  education  in  medical 
topics  and  enhance  the  visibility 
and  credibility  of  MSD,  I believe  MSD 
should  consider  forming  a fairly 
chosen  panel  of  willing  media  con- 
tacts, to  represent  the  various  spe- 
cialties and  other  areas  in  medi- 
cine to  whom  we  can  refer  media 
for  information.  If  the  elected  repre- 


sentatives of  medicine  and  other 
competent  physicians  don’t  inter- 
act with  the  media,  those  who 
shouldn’t  be  commenting  on  medi- 
cine will  do  so.  Besides  working 
with  print  media,  I have  had  oppor- 
tunity to  work  with  the  broadcast 
media  giving  a number  of  radio  and 
television  interviews.  These  are 
unique  experiences  that  require 
training  to  be  familiar  with  the  broad- 
cast environment,  to  learn  to  speak 
to  the  level  ofthe  audience  and  deal 
with  the  limited  time  given  for  re- 
sponse. To  prepare  for  these,  I 
attended  the  AMA’s  Communica- 
tions in  Medicine  Conference.  Given 
the  needs  of  MSD  presidents  in  this 
area,  I believe  that  all  presidents 
and  officers  in  line  of  succession 
should  partake  in  this  conference 
or  some  similar  media  prepara- 
tion, as  is  done  in  other  states.  The 
media  initiated  some  of  my  con- 
tacts with  them.  Carl  Kanefsky  ar- 
ranged others.  More  and  more,  we 
should  be  looking  for  opportunities 
to  get  medicine’s  message  out  to 
the  people,  and  Carl  will  be  instru- 
mental in  that  role.  Officers  must 
recognize  that  dealing  with  the 
media  is  one  of  their  vital  roles. 

GOVERNMENTAL  AFFAIRS:  This 
year  we  have  built  on  past  years’ 
progress  in  developing  legislative 
initiatives  that  will  assure  quality 
medical  care,  and  many  bills  were 
passed  that  positively  effect  health 
care.  The  most  important  of  these 
were:  SB48  - requiring  all  medical 
directors  of  MCOs  operating  in 
Delaware  to  hold  a Delaware  li- 
cense to  practice  medicine;  and 
SB8  - mandating  that  the  money 
coming  to  the  state  of  Delaware 
from  the  tobacco  settlement  be 
used  for  medical  care.  Additionally, 
this  bill  directed  the  formation  of  a 
committee  to  recommend  how  the 
money  would  be  spent,  and  physi- 
cians are  well  represented  on  it. 
These  victories  were  won  only  by 
the  assiduous  work  of  our  lobbyist, 
Mr.  Philip  Corrozi,  the  Public  Laws 
and  the  Legislative  Oversight  com- 
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mittees  and  many  members  of  the 
Society  acting  as  legislative  physi- 
cians and  otherwise  interacting 
with  our  elected  officials.  I am  happy 
to  report  that  MSD  has  developed 
very  good  relationships  in  Legisla- 
tive Hall  and  in  other  state  agencies 
and  is  called  upon  for  comment 
when  legislation  and/or  regulations 
that  might  affect  health  care  are 
being  proposed.  All  of  the  mem- 
bers of  the  Society  have  to  be  in- 
volved in  the  legislative  effort  if  we 
are  to  continue  to  build  on  these 
successes. 

MANAGED  CARE:  As  president,  I 
have  had  many  meetings  with  rep- 
resentatives of  health  insurers. 
Many  of  them  have  not  been  pro- 
ductive. However,  recently  we  had 
a managed  care  round  table  meet- 
ing attended  by  the  five  largest 
health  insurers  in  Delaware  to  dis- 
cuss ways  to  streamline  the  work 
physicians’  offices  must  do  to  com- 
municate with  insurers.  One  of  the 
proposals  is  to  develop  a standard 
disease  management  protocol  that 
is  used  by  every  insurer  in  Dela- 
ware so  physicians  don’t  have  to  i 
reference  numerous  protocols  in  1 
order  to  assure  approvals  for  their  | 
patients  holding  different  compa-  j 
nies’ policies.  Also,  it  is  our  goal  to  | 
unify  office  chart  audits  so  that  these 
can  be  done  for  a group  of  insurers 
at  one  time  rather  than  having  an 
office  disturbed  for  numerous  au- 
dits at  different  times.  Hopefully, 
these  changes  will  be  initiated  to 
relieve  some  of  the  inconvenience 
faced  by  physicians  and  their  office  i 
personnel. 

SUBSIDIARIES:  This  year,  MSD’s 
subsidiaries  have  been  very  active. 
Medical  Society  of  Delaware  Insur- 
ance Services,  Inc.,  as  in  years  past, 
has  been  very  successful  and  has 
provided  considerable  revenues  to 
MSD  that  have  kept  our  dues  down 
while  allowing  increases  in  ser- 
vices for  our  members. 
Credentialing  Connection,  Inc.  has 
had  a good  year.  It  received  NCQA 


certification  and  now  is  obtaining 
contracts  for  its  services  and  looks 
to  be  a going  concern  that  will  give 
excellent  value  to  hospitals,  insur- 
ers and  others  while  giving  conve- 
nience to  our  members.  Med-Net 
has  obtained  some  contracts.  It 
still  has  a way  to  go  in  its  develop- 
ment to  achieve  an  independent 
status.  A lot  of  thanks  are  due  the 
members  who  have  served  on  the 
boards  of  these  subsidiaries.  Their 
unselfish  work  has  been  a great 
benefit  to  our  Society’s  members. 

FINANCIAL:  MSD  has  become  a 
much  bigger  and  more  complex 
operation  in  just  the  past  few  years 
with  its  new  functions  and  subsid- 
iaries. Because  ofthese,  we  had  to 
take  a new  look  at  the  financial 
management  needs  of  the  Society. 
This  year  a comprehensive  audit 
was  performed  and  from  it  recom- 
mendations for  changes  in  finan- 
cial reporting,  corporate  structure 
and  personnel  were  made.  These 
were  presented  to  the  Executive 
Committee  and  Board  of  Trustees 
and  enacted  following  their  con- 
sent. As  a result,  we  have  hired  a 
new  finance  director,  Ms.  Ginger 
Gerhart,  CPA.  She  comes  to  us 
with  a wealth  of  experience  in  ac- 
counting and  financial  manage- 
ment and  has  hit  the  ground  run- 
ning. She  has  changed  our  report- 
ing and  budgeting  formats  to  better 
reflect  balances  and  cash  flows  for 
the  whole  Society  and  its  subsid- 
iaries. Additionally,  we  have  cre- 
ated a Holding  Company  that  will 
be  a parent  corporation  for  the  sub- 
I sidiaries.  This  will  create  better 
lines  of  management,  improve 
! cash  flows,  and  allow  enhanced 
I taxfiling.  Significant savingswill  be 
j realized  from  this  structure  con- 
serving MSD’s  resources. 

! COMMUNICATIONS:  There  has 
' been  considerable  improvement 
I in  MSD  communications.  Members 
i receive  faxes  with  updates  about 
; MSD  activities,  insurer  actions,  leg- 
I islative  and  regulatory  changes  and 


other  matters.  Broadcast  faxes  are 
also  sent  when  events  requiring 
urgent  attention  and  action  occur.  It 
is  essential  that  members  read 
and  act  on  these  communications. 
In  the  future,  less  faxing  and  more 
e-mail  will  be  used.  MSD’s  web 
site  remains  popular  with  the  pub- 
lic seeking  medical  information. 
There  are  also  plans  being  formu- 
lated to  enhance  this  site  for  the 
public  and  members.  This  site 
also  can  now  be  used  by  members 
to  access  information  about  MSDIS 
plans  and  other  Society  activities 
and  benefits.  It  also  allows  mem- 
bers to  link  with  the  Chicago  and 
Washington  offices  of  the  AMA.  The 
Washington  site  has  been  valu- 
able nationwide  for  members  who 
want  to  e-mail  their  Senators  and 
Members  of  Congress  to  support 
or  oppose  legislation.  The  suc- 
cess of  strong  patient  protection 
legislation  in  the  House  of  Repre- 
sentatives was  in  great  part  the 
j product  of  grassroots  efforts  facili- 
I tated  by  Internet  access  to  our 
elected  representatives.  This  will 
become  even  more  important  in 
thefuture,  and  I encourage  all  mem- 
bers to  take  advantage  of  them. 

1 

I AMA  DELEGATION:  This  year  two 
; members  of  our  Society  were  hon- 
! ored  with  appointments  to  impor- 
j tantand  high  profile  AMA  positions, 
j Dr.  Stephen  Permut,  MSD  Past- 
j President  and  Chair  of  our  AMA 
I Delegation,  was  appointed  to  the 
! AMA  Council  for  Legislation  and 
I recently  named  vice-chair  of  the 
; AMATask  Force  on  E & M Coding. 

I Dr.  Michael  Katz  has  also  been 
[ honored  being  one  of  only  nine 
! physicians  in  the  nation  appointed 
i to  the  AMA  committee  developing  a 
' national  negotiating  organization, 
now  named  Physicians  for  Re- 
sponsible Negotiation  (PRN). 

, Again,  MSD  demonstrates  that  it 
has  exceptional  talent  and  experi- 
ence within  its  ranks  and  can  influ- 
, ence  the  most  important  national 
' medical  policy  development. 
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1 wish  to  express  my  appreciation  to 
the  many  individuals  who  have 
made  the  past  year  so  successful. 
This  year,  each  of  the  committees 
has  performed  extremely  well  and 
I wish  to  thank  all  of  the  chairs  and 
members  of  those  committees.  I 
also  wish  to  thank  our  Board  of 
Trustees.  I offer  special  thanks  to 
the  Board’s  Executive  Committee; 
Dr.  Michael  Alexander,  President- 
Elect;  Dr.  Edward  Quinn,  Vice-Presi- 
dent; Dr.  Joseph  Hacker,  T reasurer; 
Dr.  Leo  Raisis,  Secretary;  Dr. 
Stephen  Permut,  Chairman  of  our 
AMA  Delegation;  Dr.  Stephen 
Grubbs,  Past-President;  and  Mark 
Meister,  Executive  Director.  The 
Executive  Committee  has  attended 
and  contributed  generously  in  a 
great  number  of  meetings,  most  of 
them  by  necessity  much  longerthan 
any  of  us  would  have  liked  them  to 
be.  The  excellent  staff  of  the  Society 
has  performed  extremely  well  and 
has  been  a pleasure  to  work  with. 
In  addition  to  those  I have  already 
recognized,  I wish  to  thank  Mary 
LaJudice,  Coreen  Haggerty, 
Debbie  Brooks,  Cindy  Wright,  Alma 
Friedman,  Anne  Allen,  Jeff  Rigor, 
Julie  Bodenstab,  Karen  Melnick, 
and  Kristine  Riccardino.  I also  wish 
to  especially  thank  Mark  Meister, 
our  Executive  Director  for  the  out- 
standing job  that  he  has  done  this 
year.  He  is  always  at  the  right  place 
at  the  right  time  representing  and 
helping  us.  On  numerous  occa- 
sions, I have  been  approached  by 
a business,  government,  other 
state  society,  hospital,  community 
or  civic  leader  who  complimented 
Mark.  He  is  widely  known  and  re- 
spected for  his  efficiency,  energy, 
cooperation,  insight,  integrity  and 
ability.  He  has  won  your  officers’ 
admiration,  too.  Perhaps,  more 
importantly,  the  other  members  of 
our  staff  have  commented  to  me 
how  dedicated  he  is  and  what  a 
pleasure itistowork with  him.  I look 
forward  to  working  with  Mark  for 
many  years  as  Past-President  and 
as  a member.  Lastly,  I wish  to  thank 


the  members  of  the  Medical  Soci- 
ety of  Delaware  for  the  opportunity 
to  be  your  President  over  the  past 
year.  It  has  been  a challenge  and 
an  honor  for  which  I am  deeply 
grateful. 

Martin  G.  Begley,  M.D. 

President 

The  report  was  filed  with  com- 
mendation to  the  President  for  an 
excellent  year  and  encouragement 
of  ongoing  strategic  planning  and 
improving  electronic  communica- 
tion within  the  Society. 

SUSSEXCQUNTY  MEDICAL 
SOCIETY 

It  gives  me  great  pleasure  to  give 
you  an  update  on  what  has  hap- 
pened in  Sussex  County  this  past 
year. 

Membership  seems  to  be  growing 
expedentially,  and  I lost  track  of  the 
exact  count  several  months  ago. 
So  far,  we  have  had  three  quarterly 
meetings  and  they  have  been  very 
entertaining  and  educational.  I 
would  like  to  think  of  some  way  to 
increase  attendance  at  these  meet- 
ings. MichaelT.Teixido,  M.D. , gave 
a wonderful  presentation  updating 
us  on  cochlear  implantation.  In 
addition,  George  Smith,  Esquire, 
gave  an  update  on  estate  planning 
and  taxation.  George  told  me  that 
as  a result  of  this  meeting  he  re- 
ceived several  new  clients.  Finally, 
Martin  Black,  M.D.,  came  down  from 
Temple  to  enlighten  us  on  the  new 
aspects  of  treatment  and  diagno- 
sis of  Hepatitis  C. 

1 formed  a new  Bylaws  Committee, 
and  work  on  Bylaws  revision  is  in 
progress.  We  have  also  increased 
our  delegation  to  the  AMA  by  Harry 
Lehman,  III,  M.D., agreeingtoactas 
delegate  for  the  Medical  Staff  Sec- 
tion at  Nanticoke  Memorial  Hospi- 
tal. At  this  point,  I am  in  the  alternate 
spot. 


I would  like  to  pass  on  to  you  how 
helpful  the  Medical  Society  in  gen- 
eral has  been  in  assisting  me  in  my 
endeavors.  I am  sure  most  of  the 
accomplishments  this  past  year 
would  not  have  happened  properly 
if  not  for  the  help  of  Mary  LaJudice 
and  Mark  Meister.  There  were  rep- 
resentatives here  at  every  meeting 
from  upstate  helping  out  and  pre- 
senting the  various  services  our 
Society  has  to  offer.  We  still  have 
one  more  meeting  scheduled  this 
November  at  the  Cultured  Pearl 
and  Dr.  Creticos  from  John  Hopkins 
is  going  to  give  an  update  on 
Asthma. 

Joseph  P.  Olekszyk,  D O. 
President 

The  report  was  filed. 


REPRESENTATIVETOTHE 
DELAWARE  ACADEMY  OF 
MEDICINE 

This  has  been  a year  of  transition 
for  The  Delaware  Academy  of  Med  i- 
cine.  In  May,  the  Executive  Commit- 
tee selected  Judith  D.  Govatos  as 
Executive  Director. 

An  extensive  strategic  planning  pro- 
cess started  in  September,  involv- 
ing the  Board  of  Directors,  Execu- 
tive Committee,  Academy  mem- 
bers and  invited  members  of  the 
health  care  community.  This  pro- 
cess will  result  in  a clear  vision  with 
goals  and  action  plans  to  help  the 
Academy  move  into  the  twenty-first 
century. 

The  planned  building  renovations 
have  been  postponed  as  the  Acad- 
emy completes  its  strategic  plan. 
However,  an  updated  fire  and  se- 
curity system  was  installed  in  Octo- 
ber. 

The  Academy  is  taking  an  active 
role  in  the  Delaware  Coalition  for 
Telecommunications  in  Health 
Care,  which  is  a cooperative  project 
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to  advance  telecommunications 
technology  and  education  in  health 
care. 

The  Student  Financial  Aid  Program, 
which  provides  assistance  to  Dela- 
ware residents  pursuing  careers 
in  medicine,  dentistry  or  allied 
health  fields  through  a revolving 
loan  fund,  awarded  $90,000  to  28 
students. 

The  Academy  continues  to  compile 
and  distribute  the  monthly  calen- 
dar of  Medical-Dental  Meetings  in 
Delaware.  The  calendar  is  also 
available  on  our  Website  at 
WWW.  delamed.  org 

The  Lewis  B.  Flinn  Library  and  the 
Consumer  Health  Library  continue 
to  provide  health  information  to  pro- 
fessionals and  to  the  lay  public 
across  the  state.  The  Consumer 
Health  Library  handled  thousands 
of  requests  for  information  from 
consumers  throughout  Delaware. 
The  Flinn  Library  staff  provided 
doctors,  lawyers,  corporations  and 
allied  health  professionals  with 
nearly  10,000  clinical  articles  and 
books  from  the  Library’s  collection 
and  from  around  the  world. 

The  Circuit  Riding  Medical  Library 
program  contracts  professional  li- 
brary services  to  Delaware  Psychi- 
atric Center,  Friends  Psychiatric 
Hospital,  Nanticoke  Hospital  and 
St.  Francis  Hospital.  We  have  also 
cooperated  with  Christiana  Care 
Health  System  to  teach  classes  on 
“Internet  for  Seniors"  at  the  PMRI 
site. 

Grant  funds  continued  from  Na- 
tional Library  of  Medicine  for  out- 
reach to  AIDS  caregivers  and  pa- 
tients in  all  three  counties. 

A generous  anonymous  donor  pro- 
vided $21,000  to  upgrade  the  Tel- 
Med  system,  providing  new  com- 
puter equipment  and  expansion'of 
the  tape  collection,  including  240 
Spanish-language  tapes.  Tei-Med 


receives  over  121,000  calls  each 
year. 

The  same  donor  gave  $45,000, 
which,  with  additional  monies  from 
the  Delaware  Division  of  Libraries, 
has  supported  a pilot  project  to 
automate  the  library  catalogs  of  the 
Christiana  Care  Health  System  and 
the  Flinn  Library.  These  catalogs 
are  now  available  online  to  those 
who  use  public  library  catalogs 
across  the  state. 

We  would  like  to  take  this  opportu- 
nity to  thank  all  those  individuals 
and  organizations  that  supported 
our  programs  and  services  during 
the  past  year. 

Leslie  W.  Whitney,  M.D. 
Representative 

The  report  was  filed. 


REPORT  OF  THE  AMA 
DELEGATION 

The  Medical  Society  of  Delaware’s 
AMA  Delegation  continues  to  im- 
prove its  visibility  at  the  AMA  House 
of  Delegates  (HOD)  and  with  other 
AMA  activities.  There  are  currently 
four  delegates  and  four  alternates 
along  with  Delaware’s  delegates 
to  the  Resident  and  Fellow  and 
Young  Physicians  sections.  In 
addition,  Carol  Tavani  serves  as 
Secretary  to  the  Organization  of 
Medical  Association  Presidents; 
the  meetings  of  which  occur  just 
priortotheAMAHOD.  Furthermore, 
Marshall  Schwartz,  M.D.,  a pediat- 
ric surgeon  at  the  Al  duPont  Hospi- 
tal for  Children,  who  serves  as  the 
delegate  for  the  American  Society 
of  Pediatric  Surgery  and  Russell 
Raphaely,  M.D.,  an  intensivistatthe 
Al  duPontHospitalforChildren,  who 
serves  as  the  delegate  for  the  So- 
ciety of  Critical  Care  Medicine  also 
sit  with  the  Delaware  Delegation, 
thus  creating  a six-member  del- 
egation. 


Key  issues  that  the  AMA  HOD  has 
addressed  this  year  include: 

• Unionization 

• Collective  Negotiation  for  Pri- 
vate Practitioners 

• Patient  Protection  Legislation 

• Pain  Control  Legislation 

• Restrictions  on  Executive  Vice 
President 

• Restrictions  on  President- 
Elect 

• Internet  Prescribing 
Unionization 

The  AMA  HOD  directed  the  AMA  to 
develop  a collective  bargaining  unit 
for  employed  physicians.  This 
would  be  a mechanism  by  which 
employed  physicians  could  ad- 
dress concerns  that  they  have  with 
their  employers  regarding  their 
ability  to  provide  high  quality  care  to 
their  patients.  Since  only  employ- 
ees are  currently  able  to  unionize 
under  the  anti-trust  laws,  this  would 
not  be  available  to  private  practitio- 
ners. However,  it  could  assist  em- 
ployed physicians  and  residents  if 
private  sector  advocacy  or  indepen- 
dent house  staff  organizations 
(other  services  provided  by  the  AM  A) 
have  failed  in  addressing  these 
physicians’  concerns,  respectively. 
The  importance  of  this  action  lies  in 
the  fact  that  more  and  more  young 
physicians  are  choosing  employ- 
ment over  private  practice,  and  if 
the  AMA  is  to  represent  all  physi- 
cians in  the  future,  it  must  increas- 
ingly meet  the  needs  of  employed 
physicians.  Strikes  and/or  boycotts 
would  be  prohibited  by  an  AMA  spon- 
sored union. 

“The  Campbell  Bill" 

What  unionization  can  do  for  em- 
ployed physicians,  the  Campbell 
Bill  can  do  for  self-employed  physi- 
cians. The  AMA  has  taken  the  lead 
in  working  with  Representative 
Campbell  of  the  U.S.  House  of  Rep- 
resentatives to  try  to  pass  legisla- 
tion that  would  allow  self-employed 
physicians  to  come  together  to 
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negotiate  with  managed  care  orga- 
nizations to  assure  that  the  best 
and  appropriate  care  can  be  pro- 
vided to  patients.  Strikes  and/or 
boycotts  would  be  prohibited. 

Patient  Protection  Legislation 

Patient  protection  legislation  has 
been  promoted  by  the  AMA  since 
the  early  1990s.  The  recent  pas- 
sage of  such  legislation  by  the  U.S. 
House  of  Representatives  would 
allow  patients  to  sue  their  HMOs  if 
they  are  harmed  by  a denial  of  care, 
would  prevent  the  use  of  gag 
clauses  in  any  manner,  would  re- 
quire HMOs  to  pay  for  emergency 
care  when  a reasonable  patient 
goes  to  the  emergency  room  be- 
lieving that  he/she  has  an  emer- 
gency condition,  would  allow  pa- 
tients access  to  a pediatrician  or 
OB/GYN  where  appropriate,  would 
require  that  patients  have  access 
to  independent  and  external  review 
of  any  denials  of  care  by  an  HMO, 
would  require  that  employers  offer- 
ing their  employees  an  HMO  would 
have  to  also  offer  a Point  of  Service 
plan  (at  employee  cost),  and  other 
provisions  that  would  provide 
choice  and  protection  to  patients. 

Pain  Control  Legislation 

This  legislation  for  the  first  time 
would  provide  protection  to  physi- 
cians who  appropriately  and  ag- 
gressively prescribe  pain  and  other 
palliative  medications  to  their  ter- 
minal patients. 

Restrictions  on  the  Executive  Vice 
President  (EVP) 

This  change  in  policy  would  pro- 
hibit any  member  of  the  AMA  Board 
of  Trustees  or  Officer  of  the  AMA 
from  being  hired  as  the  EVP  of  the 
AMA  if  they  have  served  in  either 
capacity  within  the  past  three  years. 
The  purpose  of  this  policy  change 
is  to  assure  that  the  Officers  and 
Board  members  of  the  AMA  are 
devoting  their  activities  to  the  ser- 


vice of  the  members  and  not  posi- 
tioning themselves  for  a career  as 
the  leader  of  the  AMA  staff. 

Restrictions  on  the  President-Elect 

This  change  in  policy  would  pro- 
hibit the  Chairman  of  the  Board  of 
Trustees  of  the  AMA  from  running 
for  President-Elect  of  the  AMA.  The 
purpose  of  this  policy  change  is  to 
assure  that  the  members  of  the 
Board  are  concentrating  their  ef- 
forts on  truly  serving  the  members 
of  the  AMA  rather  than  concentrat- 
ing on  positioning  themselves  for 
election  to  the  Presidency  of  the 
AMA 

Internet  Prescribing 

The  AMA  has  developed  a policy 
that  would  prohibit  prescribing  of 
medication  via  the  internet  unless 
the  physician  so  prescribing  has 
established  a physician.patient  re- 
lationship with  the  patient  and  has 
appropriately  evaluated  that  patient 
with  an  appropriate  history  and 
physical  examination  prior  to  so 
prescribing. 

As  you  can  see  your  AMA,  in  gen- 
eral, and  your  Delaware  Delega- 
tion to  the  AMA  in  particular,  have 
been  very  active  over  the  past  year. 

I would  personally  like  to  thank  the 
members,  the  leadership,  and  staff 
of  the  Medical  Society  of  Delaware 
for  their  support  of  me  in  my  AMA 
activities  which  have  led  to  my  ap- 
pointment to  the  AMA  Council  on 
Legislation  and  to  the  position  of 
Vice  Chair  of  the  AMA  Task  Force  on 
Evaluation  and  Management  (E&M) 
Codes. 

Stephen  R.  Permut,  M.D.,  J.D. 
Senior  Delegate,  AMA 

The  report  was  filed  with  com- 
mendation to  the  Chair  of  the  AMA 
Delegation,  Dr.  Stephen  Permut. 


DELAWARE  ACADEMY  OF 
PHYSICIAN  ASSISTANTS 

Membership  of  the  Delaware  Acad- 
emy of  Physician  Assistants  is  as 
follows: 

1998-1999 


Fellows 54 

Affiliates 5 

Associates 5 

Students 9 

Totals 73 

1999-2000 

Fellows 45 

Affiliates 5 

Associates 4 

Students 12 

Totals 66 

The  DAPA  website. 


www.delawarepas.org,  has  evolved 
into  a very  informative  resource  for 
Physician  Assistants  practicing  in 
Delaware.  It  still  remains  unlined 
to  the  website  of  the  Medical  Soci- 
ety of  Delaware. 

General  membership  meetings  of 
the  DAPA  have  occurred  every  other 
month  and  have  had  pharmaceuti- 
cal company  sponsorship  with  a 
CME  lecture  at  each  meeting. 

Current  Delaware  law  states  that 
physical  therapy  referrals  will  be 
accepted  from  physicians,  dentists, 
podiatrists  and  chiropractors  only. 
An  interim  solution  has  been  of- 
fered by  the  Board  of  Physical 
Therapy,  pending  legislative  action 
to  remedy  this.  As  physical  thera- 
pists can  treat  patients  for  30  days 
without  referrals,  they  will  honor 
referrals  by  non-physicians  as  well. 
The  referral  will  need  to  be  co- 
signed by  a supervising  physician 
if  treatment  will  exceed  30  days. 

Wilmington  VA  Hospital  hiring  hab- 
its have  come  under  congressional 
investigation  for  failure  to  hire  phy- 
sician assistants  (PAs).  Previous 
staff  positions  have  been  histori- 
cally filled  by  nurse  practitioners 
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only.  Investigation  status  is  pend- 
ing. 

Frederick  C.  Brace,  III,  PA-C 
Past  President 

The  report  was  filed. 


BYLAWS  COMMITTEE 

The  Bylaws  Committee  met  on  Sep- 
tember 15,  1999,  to  discuss  the 
following  issues  presented  to  the 
committee: 

Clarification  of  Duties  for  Judicial 
Council  and  Committee  on  Ethics 

A request  was  made  by  the  Com- 
mittee on  Ethics  to  review  the  de- 
scriptions for  both  the  Judicial  Coun- 
cil and  the  Committee  on  Ethics  for 
clarification  of  responsibility  for 
each.  The  Bylaws  Committee  pro- 
poses that  a single  path  of  action 
for  the  disciplinary  process  be  de- 
veloped, but  since  the  issue  needs 
further  research,  review  and  dis- 
cussion, the  issue  is  not  being  pre- 
sented to  the  House  of  Delegates 
at  the  1999  meeting.  The  Bylaws 
Committee  does  recommend  strik- 
ing Section  2 Subsection  (f)  under 
Article  IX  of  the  Judicial  Council 
description,  as  the  Bylaws  Com- 
mittee should  be  the  only  party  re- 
sponsible for  interpreting  the  By- 
laws of  the  Society.  The  responsi- 
bility of  interpreting  the  Bylaws 
should  be  appropriately  worded 
under  the  responsibilities  of  the 
Bylaws  Committee.  This  change  is 
being  done  with  the  understanding 
that  the  description  of  the  Judicial 
Council  will  be  rewritten  by  the  By- 
laws Committee. 

Article  IX,  Judicial  Council 

Section  2,  Subsection  (f) 

Duties 

(f)-to  have  jurisdiction-on-all  ques 
tions  of  medical  ethics  and  the  in- 
terpretation of  the  Bylaws,  resolu- 
tions, and  rules  of  this  Society; 


Subsection  (g)  will  be  renamed  Sub- 
section (f). 

The  following  would  be  added  to 
Article  XIII,  Section  12; 

Article  XIII,  Committees  of  the 
Society,  Section  12 

Bylaws 

The  Bylaws  Committee  consists  of 
not  less  than  five  appointed  mem- 
bers. The  committee  shall  periodi- 
cally review  the  Bylaws  and  may 
recommend  revisions  and  modifi- 
cations necessitated  by  changing 
times,  methods,  or  conditions.  All 
proposals  for  amendments  to  the 
Bylaws  by  any  proponent  shall  be 
submitted  to  the  committee  for  con- 
sideration and  recommendations. 
The  Bylaws  Committee  shall  have 
jurisdiction  on  the  interpretation 
of  the  Bylaws,  resolutions,  and 
rules  of  this  Society. 


Guidelines  for  Dues  Exemption 

More  requests  for  dues  exemption 
are  being  received  for  review  by  the 
Judicial  Council  and  the  reasons 
for  requesting  dues  exemption  vary 
greatly.  The  Bylaws  Committee 
was  asked  to  set  guidelines  for 
granting  dues  exemption.  The  By- 
laws Committee  recommends  the 
following  be  added  as  Subsection 
(f)  to  Article  III  Section  9: 

Article  III,  Membership 
Section  9,  Subsection  (f) 

Dues  and  Special  Assessments 

ff)  Members  of  the  Society  who 
wish  to  remain  as  active  members, 
but  who  have  experienced  health 
problems  such  that  they  are  tem- 
porarily unable  to  practice,  may  sub- 
mit a written  appeal  to  the  Judicial 
Council  requesting  exemption  from 
dues  until  they  are  able  to  resume 
practice.  Members  who,  prior  to 
retirement  age,  have  become  to- 
tally and  permanently  disabled  and 


who,  therefore,  have  had  to  close 
their  practices  and  who  have  no 
other  sources  of  income  sufficient 
tosupporttheiraccustomed  lifestyle 
may  submit  a written  appeal  to  the 
Judicial  Council  for  permanent  ex- 
emption from  dues. 

Remove  Obligation  of  Submitting 
Names  to  the  Governorfor  Board  of 
Medical  Practice 

The  current  law  does  not  obligate 
the  Medical  Society  of  Delaware  to 
submit  names  to  the  Governor  for 
consideration  ofappointmenttothe 
Board  of  Medical  Practice.  The 
Bylaws  Committee  recommends, 
however,  thatthe  Medical  Society  of 
Delaware  continue  to  submit 
names  to  the  Governor  of  those 
physicians  interested  in  serving  on 
the  Board  of  Medical  Practice.  No 
Bylaws  revision  is  recommended 
at  this  time. 

Amendment  Removing  the  Medi- 
cal Committee  as  a Standing  Com- 
mittee 

The  Bylaws  Committee  recom- 
mends keeping  the  Medical  Re- 
view Committee  intact,  but  that 
wording  should  be  added  to  Article 
XIII  Section  15  of  the  Medical  Re- 
view Committee  stating  that  the 
committee  meet  as  needed  on  the 
call  of  the  chair.  The  Bylaws  Com- 
mittee also  recommends  remov- 
ing the  following  wording  from  the 
Bylaws  under  the  Medical  Review 
Committee  description. 

Article  XIII,  Committees  of  the 
Society,  Section  1 5 
Medical  Review  Committee 

The  Medical  Review  Committee 
consists  of  not  less  than  five  ap- 
pointed members  and  shall  meet 
as  needed  at  the  call  of  the  chair. 
The  committee  shall  concern -itself 
with  such -matters- as  appropriate 
utilization  of  medical  services  and 
facilities  and  the  appropriate  provi 
sion  of  medical  services  to  the  pub- 
lic in  a cost-effective  manner. 
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The  Role  of  the  Long  Range  Plan- 
ning Committee 

The  Ad  Hoc  Committee  on  Strate- 
gic Planning  Oversight  was  formed 
to  address  and  follow  up  on  the 
goals  set  at  the  Society’s  Strategic 
Planning  Retreat  held  in  March  of 
1997.  This  Ad  Hoc  Committee  is 
comprised  of  members  who  at- 
tended the  retreat,  and  not  neces- 
sarily those  members  of  the  Long 
Range  Planning  Committee.  Mem- 
bers of  the  Long  Range  Planning 
Committee  were  invited  to  become 
members  of  the  Ad  Hoc  Commit- 
tee. The  Bylaws  Committee  rec- 
ommends the  Long  Range  Plan- 
ning Committee  have  the  respon- 
sibility to  review  the  Society’s  goals 
and  to  incorporate  the  Ad  Hoc  Com- 
mittee into  the  Long  Range  Plan- 
ning Committee.  As  such,  the  By- 
laws Committee  suggests  the 
President  chose  the  chair  when 
these  committees  are  combined, 
since  each  committee  has  a differ- 
ent chair.  The  Board  of  Trustees 
recommendsthe  Long  Range  Plan- 
ning Committee  continue  with  stra- 
tegic planning  and,  since  the  Ad 
Hoc  Committee’s  responsibility  is 
in  its  final  stages,  dissolve  the  Ad 
Hoc  Committee  in  the  near  future. 
No  Bylaws  revision  is  recom- 
mended at  this  time. 

Council  of  Specialty  Society  Presi- 
dents Representative  on  the  Board 
of  Trustees 

The  Bylaws  Committee  recom- 
mends that  since  most,  if  not  all, 
specialties  are  currently  repre- 
sented on  the  Board  of  Trustees,  it 
is  not  necessary  to  add  another 
seat  to  the  Board.  No  Bylaws  revi- 
sion is  recommended  at  this  time. 

Dene  T.  Walters,  M.D. 

Chair 

The  report  was  adopted  with  sepa- 
rate vote  on  each  amendment.  The 
Reference  Committee  is  looking 
forward  to  the  restructuring  to  the 
disciplinary  process. 


COMMITTEE  ON  ETHICS 

The  Committee  on  Ethics  has  met 
once  so  far  this  year  on  June  1 7th 
at  the  Delaware  Academy  of  Medi- 
cine. Another  meeting  is  planned 
for  December. 

A new  Committee  membership  list 
was  created  that  includes  e-mail 
addresses. 

The  Committee  approved  an  up- 
dated brain  death  policy.  The  com- 
mittee reviewed  the  Bylaws  of  the 
Medical  Society  of  Delaware  related 
to  the  committee's  function  and  re- 
sponsibility. There  seemed  to  be 
much  overlap  with  the  county  soci- 
ety professional  conduct  commit- 
tees and  the  Judicial  Council.  The 
Committee  on  Ethics  recom- 
mended that  the  Bylaws  Commit- 
tee review  the  committee  descrip- 
tions and  try  to  create  a single  path 
for  the  disciplinary  process.  There 
was  some  disagreement  regard- 
ing the  Committee  on  Ethic’s  re- 
sponsibilities and  function  with 
some  members  seeing  the  role  of 
the  committee  to  issue  policy  state- 
ments (like  the  brain  death  policy) 
and  take  on  projects  related  to  cer- 
tain ethical  issues  such  as  end-of- 
life  care.  The  disagreement  was 
related  to  the  case  review  function 
with  some  members  supporting 
case  review  of  only  those  cases 
alleging  violations  of  ethical  prin- 
ciples and  others  envisioning  re- 
view and  issuing  opinions  on  cases 
passed  along  by  the  county  peer 
review  and  professional  conduct 
committees.  Then  the  Judicial 
Council  would  serve  an  appellate 
function.  This  controversy  was  re- 
ferred to  the  Bylaws  Committee. 

Two  cases  were  reviewed.  The  first 
pointed  out  the  need  for  better  end- 
of-life  care.  The  committee  saw 
this  as  an  educational  opportunity, 
as  well  as  identifying  certain  sys- 
tem problems  in  how  long  term 
care  facilities  function.  Letters  were 
sent  to  the  parties  involved.  The 


second  case  brought  up  the  issue 
of  whether  there  was  a ‘single  stan- 
dard of  care’  as  the  legal  profes- 
sion would  have  us  believe  or 
whether  that  concept  is  broader.  It 
also  brought  up  the  issue  of  expert 
witness  testimony.  Reference  was 
made  to  the  AMA’s  guidelines  for 
expert  testimony.  There  was  con- 
sensus that  no  misrepresentation 
or  ethical  violation  had  occurred  in 
the  case  reviewed. 

A motion  was  passed  unanimously 
to  support  the  AMA  Principles  of 
Medical  Ethics  as  they  currently 
stood.  This  was  to  be  forwarded  to 
the  AMA. 

There  was  discussion  about  using 
the  committee  as  the  nidus  to  de- 
velop a state-wide  consortium  on 
end-of-life  care.  The  AMA-spon- 
sored  Education  for  Physicians  on 
End-of-Life  Care  (EPEC)  curricu- 
lum was  mentioned  as  useful.  It 
was  suggested  that  the  committee 
draft  a mission  and  purpose  state- 
ment in  order  to  garner  support  for 
the  project. 

There  was  a suggestion  to  do  a 
monthly  column  in  the  Delaware 
MedicalJournal  reflecting  the  activ- 
ity of  the  AMA’s  Ethics  and  Judicial 
Committee. 

John  J.  Goodill,  M.D.,  Chair 
The  report  was  filed. 


MATERNAL  AND  CHILD  CARE 
COMMITTEE 

The  Maternal  and  Child  Care  Com- 
mittee has  continued  its  focus  on 
infant/child  mortality.  During  the 
past  year,  there  has  been  a prom- 
ise of  progress  with  regard  to  sev- 
eral long-standing  issues. 

The  Committee  was  able  to  review 
the  progress  of  the  Delaware  Peri- 
natal Board.  Based  upon  the  Octo- 
ber, 1998  report  to  Governor 
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Carper,  the  prime  focus  of  the  Peri- 
natal Board  for  this  year  has  been 
to  decrease  the  rate  of  SIDS  (Sud- 
den Infant  Death  Syndrome)  by 
implementing  its  “Back  to  Sleep” 
Program.  If  the  number  of  prone 
sleepers  can  be  reduced  by  75 
percent,  it  is  believed  that  28  infant 
deaths  can  be  averted  over  five 
years.  Other  items  advocated  by 
the  Perinatal  Board  include:  1)  ef- 
forts to  reduce  the  number  of  preg- 
nancies that  occur  after  a short  in- 
ter-pregnancy interval  (a  reduction 
by  50  percent  will  avert  an  esti- 
mated 33  deaths  overfive  years);  2) 
support  of  efforts  to  decrease  smok- 
ing among  pregnant  women  (if  the 
quit-smoking  rate  increases  to  14.3 
percent  and  if  17.4  percent  of  smok- 
ers decrease  activity,  it  is  estimated 
that  five  deaths  can  be  averted  over 
five  years);  and  3)  support  the  Folic 
Acid  Coalition  in  its  work  to  increase 
the  number  of  women  taking  folic 
acid  for  three  months  prior  to  con- 
ception (if  all  women  comply  with 
folic  acid  consumption,  it  is  esti- 
mated that  six  deaths  from  neural 
tube  defects  could  be  averted  over 
five  years). 

The  Child  Death  Review  Commis- 
sion is  supporting  legislation  de- 
signed to  increase  the  penalties  for 
those  who  kill  children.  The  Com- 
mission and  its  New  Castle  County 
and  Kent-Sussex  County  panels 
continue  to  review  system  prob- 
lems and  identify  gaps  that  may 
help  prevent  child  deaths. 

Long-term  issues  of  concern  to  this 
Committee  have  been  addressed. 
National  legislation  that  would  re- 
store medical  services  to  docu- 
mented immigrants  is  pending. 
(The  Committee  voted  to  support 
this  legislation  and  passed  that 
opinion  to  the  Public  Laws  Com- 
mittee). With  regard  to  prenatal 
screening  for  HIV-infection,  it  was 
reported  that  Dr.  Tillman  and  Dr. 
Sylvester  are  working  with  Repre- 
sentative Maier  to  rework  her  legis- 
lation. The  Committee  agreed  that 
it  supports  treating  HIV-infection  as 


a sexually  transmitted  disease,  but 
it  felt  that  physicians  should  not  be 
responsible  if  patients  fail  to  be 
tested.  Finally,  the  Committee  voted 
to  recommend  that  the  Medical 
Society  support  Senate  Bill  87, 
which  would  provide  uniform  cov- 
erage of  all  approved  methods  of 
contraception  by  insurance  com- 
panies. 

The  most  timely  item  discussed  by 
the  Committee  was  the  disparity  in 
infant  mortality  rates  between  the 
African-American  and  white  popu- 
lations. The  infant  mortality  rate  for 
African-Americans  in  Delaware  is 
approximately  twice  that  of  whites. 
New  Jersey’s  Blue  Ribbon  Panel 
on  Black  Infant  Mortality  Reduction 
was  discussed.  It  appears  that 
stress  factors  have  a great  impact 
on  the  disparity  in  health  status 
between  African-American  and 
whites.  The  Perinatal  Board,  March 
of  Dimes  and  other  agencies  are 
beginning  to  address  this  issue. 
There  was  much  interest  in  the 
Committee  with  regard  to  this  is- 
sue. We  hope  to  pursue  this  issue 
over  the  next  year. 

Garrett  H.C.  Colmorgen,  MD,  Chair 

The  report  was  filed. 


MEDICAL  LIABILITY  INSURANCE 
COMMITTEE 

The  committee  held  its  meeting 
this  year  on  May  18,  1999.  The 
purpose  of  the  meeting  was  to  re- 
ceive an  update  from  PHICO  on 
premium  rates  and  policy  changes 
in  store  for  1999.  I would  like  to 
thank  Thomas  J.  Maxwell,  M.D., 
president  of  MSDIS,  for  chairing 
this  meeting  in  my  absence.  Join- 
ing the  committee  at  this  meeting 
were  ourguestsfrom  PHICO,  mem- 
bers of  the  MSDIS  Board  of  Direc- 
tors and  staff  representatives  from 
MSDIS  and  Zutz/PLI. 

PHICO's  commitment  to  Delaware 
remains  firm  with  over  600  Dela- 


ware physicians  insured  to  date. 
PHICO  has  added  several  new  pro- 
grams for  its  Delaware  insureds, 
including  risk  assessments  of  phy- 
sician offices,  physician  office  con- 
sultations, publications,  an  audio- 
visual library,  and  educational  pro- 
grams. These  services  are  pro- 
vided free  of  charge  for  Society 
members.  PHICO  will  work  with 
the  Society’s  Physicians’  Advocate 
program  in  the  advertising  of  the 
risk  management  offerings  avail- 
able from  PHICO. 

A presentation  was  given  by  the 
PHICO  actuary  regarding  the  de- 
velopment of  premium  rates.  The 
various  components  the  premium, 
i.e.,  losses,  loss  adjustment  ex- 
penses, litigation  expenses,  taxes 
and  investment  income,  were  dis- 
cussed in  some  detail  and  a calcu- 
lation of  indicated  rate  level  change 
was  presented.  Although  the  cal- 
culation suggests  the  need  for  an 
approximate  8.8  percent  increase, 
no  rate  increase  will  be  filed  with 
the  Insurance  Commissioner  this 
year.  The  rate  calculation  is  based 
on  physician  professional  liability 
premium  analysis  only.  In  consid- 
eration of  all  lines  of  insurance  in 
the  state,  PHICO  management  has 
determined  that  an  increase  is  not 
indicated  at  this  time. 

As  I submit  this  report,  we  are  in  the 
process  of  convening  a meeting  of 
the  MLIC  Underwriting  Subcommit- 
tee to  advocate  on  behalf  of  three 
Society  members  who  have  re- 
ceived notice  of  non-renewal  of  their 
malpractice  coverage.  The  Medi- 
cal Society’s  agreement  with 
PHICO  affords  our  members  the 
right  to  appeal  decisions  of  non- 
renewal to  the  Society,  so  that  a 
peer  review  of  such  decisions  can 
be  made  and  recommendations 
concerning  renewal  of  coverage  can 
be  made. 

Richard  N.  Hindin,  M.D.,  Chairman 
The  report  was  filed. 
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MEDICINEANDRELIGION 

COMMITTEE 

The  committee  did  not  meet  this 
year,  but  plans  for  the  1 999  Annual 
Prayer  Breakfast  on  November  20th 
were  made  via  telephone  confer- 
ence. For  the  past  few  years,  our 
sole  function  has  been  to  plan  and 
host  the  Prayer  Breakfast  at  the 
Annual  Meeting  of  the  Medical  So- 
ciety of  Delaware. 

Janice  E.  Tildon-Burton,  M.D.,  Chair 

The  report  was  filed. 


MEDICO-LEGALAFFAIRS 

COMMITTEE 

There  were  no  formal  meetings  of 
this  committee  during  the  past 
twelve  months.  A number  of  infor- 
mal discussions  took  place  be- 
tween myself  and  some  attorneys, 
usually  regarding  fees  charged  by 
physicians.  I believe  that  we  man- 
aged to  get  most  of  these  resolved 
amicably. 

JohnT.  Hogan,  M.D.,  F.A.C.S.,  Chair 
The  report  was  filed. 


PRISON  HEALTH  COMMITTEE 

The  Prison  Health  Committee  met 
in  January  at  the  office  of  the  De- 
partment of  Corrections  in  Dover. 
Guests  at  that  meeting  were  Com- 
missioner ofthe  Department  of  Cor- 
rections, Stanley  W.  Taylor,  Jr.;  his 
Executive  Assistant,  Carl  Danberg; 
Terrance  Martin,  Deputy  Bureau 
Chief;  Joyce  Talley,  Bureau  Chief 
(all  of  the  Department  of  Correc- 
tions); and  Mrs.  Jane  Frelick,  repre- 
senting the  Delaware  Center  for 
Justice. 

Discussion  was  held  on  several 
concerns:  solitary  confinement  for 
pre-trial  prisoners;  treatment  de- 
lay; progress  on  the  new  prison 


health  facilities  at  St.  Francis  Hos- 
pital; number  of  prisoners  seen  at 
Kent  General  Emergency;  preven- 
tive care;  prisoner  mental  health 
needs;  smoking  in  the  prisons;  and 
the  possibility  of  pregnant  inmates 
delivery  and  allowing  them  to  keep 
their  babies  (facility  and  liability  con- 
cerns prevent  this). 

Commissioner  Taylor  then  invited 
the  Medical  Society  of  Delaware  to 
place  a physician  representative 
on  the  Department  of  Corrections 
monthly  Medical  Review  Commit- 
tee. Dr.  John  C.  Sewell  from  Kent 
General’s  emergency  staff  ac- 
cepted this  position  and  has  done 
a fine  job.  He  reports  that  recently 
the  Department  of  Corrections  has 
inquired  if  we  could  help  them  with 
representation  on  a non-partisan 
panel  to  review  inmate  deaths.  Dr. 
Sewell  believes  resurrecting  the 
Medical  Audit  Committee  (a  sub- 
committee of  the  Prison  Health 
Committee)  could  serve  this  func- 
tion. AIDS  is  the  biggest  issue  in 
the  prison  system  resulting  in  death. 

This  will  be  an  agenda  item  for  our 
next  meeting  scheduled  to  be  held 
in  December,  plus  a report  on  the 
new  St.  Francis  facilities,  outcome 
ofthe  contract  for  the  Prison  Health 
Services  provider  (some  questions 
about  the  current  one),  and  other 
matters  of  concern  regarding  pris- 
oner health  and  well  being. 

I would  like  to  thank  all  the  mem- 
bers of  the  committee  who  have 
contributed,  the  Delaware  Center 
for  Justice  who  act  as 
ombudspeople  for  the  prisoners 
and  Mary  M.  LaJudice,  Secretary  for 
our  committee. 

William  D.  Shellenberger,  M.D., 
Chair 

The  report  was  filed  with  com- 
mendation to  the  committee  mem- 
bers for  the  increased  attention  to 
the  health  needs  of  the  inmates. 


PROGRAM  COMMITTEE 

The  Program  Committee  hereby 
records  for  the  official  record  the 
program  arranged  for  the  Annual 
Scientific  Session  of  the  Medical 
Society  of  Delaware  on  November 
20,  1999.  The  overall  objective  of 
this  annual  program  is  to  update 
Delaware  physicians  in  a broad 
range  of  specialties  on  significance 
advances  in  selected  areas  of 
medicine. 

210TH  ANNUALMEETING 

Saturday,  November  20,  1999 
Hotel  du  Pont,  Wilmington,  Dela- 
ware 

7:30  a.m.  Exhibits  — Foyer  and 
Gold  Ballroom 

8:00  a.m.  Concurrent  Work 
shops  (1  1/2  hours 
each)  — Second  Floor 
Meeting  Rooms 

A Tutorial  and  Reading  Chest 
Radiographs 

James  Lally,  M.D.,  Staff  Radiologist  at 
Christiana  Care  Health  System,  New- 
ark, Delaware. 

Objectives:  This  workshop  provides  a 
review  of  the  basic  skills  needed  to 
interpret  chest  radiographs,  focusing 
on  the  presentation  of  unknown  clinical 
areas. 

Basic  Life  Support  Training: 

CPR  and  SAED  Recertification 

Ross  Megargel,  D.O.,  State  EMS  Medi- 
cal Director,  Delaware 
Objectives:  This  workshop  will  pro- 

vide participants  with  a brief  orienta- 
tion to  Delaware's  EMS  protocol.  Par- 
ticipants will  also  be  offered  CPR  and 
SAED  recertification  as  authorized  by 
the  American  Heart  Association. 

Suturing 

Jonathan  Saunders,  M.D. 

Objectives:  This  workshop  provides 

instruction  on  the  closure  of  simple 
lacerations  and  excisions  of  lesions  in 
the  office  setting.  Circumstances  for 
referring  a patient  to  a specialist  are 
also  discussed. 

Orthopedic  Injuries:  Casting  and 
Splinting 

Leo  Raisis,  M.D.,  Chief  - Section  of 
Orthopedic  Surgery,  Christiana  Care 
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Health  System,  Newark,  DE.  Michael 
Axe,  M.D.,  Co-Director- All  Sports  Clinic 
of  Delaware;  Partner,  Private  Practice 
Objectives:  This  workshop  focuses  on 
the  application  and  removal  of  casting 
and  splinting  as  well  as  the  necessary 
precautions  for  each  method.  Indica- 
tions and  application  of  prefabricated 
splints  will  also  be  discussed. 

9:30  a.m.  Intermission 

10:00  a.m. 

AIDS  Update/HIV  Infection 

Calvin  Cohen,  M.D.,  Clinical  Instructor, 
Harvard  Medical  School,  Cambridge, 
Massachusetts. 

Objectives:  To  review  current  anti- 

viral options  for  HIV,  strategies  for 
treating  patients,  and  approaches  for 
resistant  HIV  treatment. 

11:00  a.m. 

Update  on  Immunizations 
Margaret  C.  Fisher,  M.D.,  Professor  of 
Pediatrics,  St.  Christopher’s  Hospital 
for  Children,  Philadelphia,  Penn- 
sylvania 

Objectives:  To  provide  a list  of  indica- 
tions for  oral  polio  vaccine,  to  advise 
patients  regarding  thimerasol,  and  to 
consider  vaccines  for  adults. 

12:00  noon  Lunch  — Gold  Ballroom 

12:30  p.m. 

Communication  Skills:  Techniques 
and  Strategies  for  Clinical  Presen- 
tations 

Kelly  Burke,  SeniorConsultant,  Coram  & 
Associates,  Inc.  Shrewsbury,  New  Jer- 
sey 

Objectives:  To  provide  instruction  on 
various  communication  skills  including 
the  instruments  of  a good  presentation. 
By  the  end  of  this  lecture,  participants 
will  be  able  to  understand  the  impact  of 
first  impression,  develop  messages  with 
high  impact  and  retention,  effectively 
use  slides,  effectively  manage  the  Q&A 
period,  and  effectively  communicate 
with  the  media  and  in  public  arenas. 

1:30  p.m.  Adjournment 

This  activity  has  been  planned  and 
implemented  in  accordance  with 
the  Essentials  and  Standards  of 
the  Accreditation  Council  for  Con- 
tinuing Medical  Education  (ACCME) 
by  the  Medical  Society  of  Delaware. 
The  Medical  Society  of  Delaware  is 
accredited  by  the  ACCME  to  provide 
CME  activities  for  physicians,  and 


takes  responsibility  for  the  content, 
quality  and  scientific  integrity  of  this 
CME  activity. 

The  Medical  Society  of  Delaware 
designates  this  continuing  medi- 
cal education  activity  for  a maxi- 
mum of  4.5  credit  hours  in  category 
1 credit  towards  the  American  Medi- 
cal Association’s  Physician’s  Rec- 
ognition Award.  Each  physician 
should  claim  only  those  hours  of 
credit  that  he/she  actually  spent  in 
the  educational  activity. 

It  is  the  policy  of  the  Medical  Society 
of  Delaware  to  comply  with  the 
ACCME  Standards  for  Commer- 
cial Support  of  Continuing  Medical 
Education.  In  keeping  with  these 
standards,  all  faculty  participating 
in  continuing  medical  education 
programs  sponsored  by  the  Medi- 
cal Society  of  Delaware  are  ex- 
pected to  disclose  to  the  program 
audience  any  real  or  apparent  con- 
flict of  interest  related  to  the  content 
of  their  presentation. 

This  program  has  been  reviewed 
and  is  acceptable  for  up  to  4.5  Pre- 
scribed hours  by  the  American 
Academy  of  Family  Physicians. 

David  D.  Biggs,  M.D., Chair 

The  report  was  filed  with  com- 
mendation for  an  excellent  pro- 
gram. 


SCHOOL  HEALTH  COMMITTEE 

The  School  Health  Committee  met 
once  In  1999,  at  which  time  Diana 
Dickson-Witmer,  M.D.  resigned  her 
position  as  chair,  which  was  as- 
sumed by  William  Funk,  M.D. 

As  a continuance  of  the  concern 
from  1998  of  the  problem  of  the 
decreased  level  of  vigorous  physi- 
cal activity  among  children  in 
Delaware’s  public  schools.  Dr.  Alan 
Waterfield,  Chair  of  the  Governor’s 
Council  on  Lifestyle  and  Fitness, 
was  invited  to  the  January  1999 
meeting.  Dr.  Waterfield  explained 


a coalition  has  been  formed  re- 
sembling the  Impact  Coalition  for 
Tobacco  Use  to  monitor  physical 
activity  in  Delaware.  The  coalition 
will  promote  the  message  that 
physical  fitness  adds  quality  of  life 
and  will  target  four  main  areas:  1) 
physician  involvement;  2)  activity  by 
Seniors;  3)  activity  in  the  work- 
place; and  4)  youth  activity,  specifi- 
cally in  schools. 

Dr.  Waterfield  reported  his  thoughts 
that  current  physical  fitness  cur- 
riculum in  schools  are  repetitive,  or 
are  offered  inadequately.  It  was 
suggested  a sustaining,  ongoing 
program,  resembling  that  of 
Christiana  High  School,  needs  to 
be  implemented  state-wide  for 
optimal  effectiveness. 

Newly-retired  Edith  Vincent  of  the 
Department  of  Education  also  of- 
fered comments  to  the  group  ex- 
plaining the  current  school  curricu- 
lum is  strictly  “brain-based,”  and  is 
more  concerned  with  test  scores 
rather  than  fitness. 

To  remedy  some  of  these  issues, 
in  1 999  the  Delaware  State  Depart- 
ment of  Education  created  a "Coor- 
dinated School  Health  Coalition,” 
which  replaced  the  disbanded  State 
School  Health  Advisory  Commit- 
tee. The  Coalition  began  meeting 
in  October  1999,  which  is  com- 
prised of  six  commissions  to  ad- 
dress health  education,  physical 
education,  health  services,  nutri- 
tion services,  counseling  services 
and  school  climate.  Dr.  William 
Funk  has  been  asked  to  represent 
the  Medical  Society  in  these  efforts. 
Also,  in  the  year  2000,  new  educa- 
tional initiatives  for  school  nurses 
will  be  implemented  for  the  man- 
agement of  asthma  and  head  inju- 
ries in  the  school  setting. 

William  B.  Funk,  M.D.,  Chair 

The  report  was  filed  with  com- 
mendation to  Dr.  Diana  Dickson- 
Witmer  for  her  years  of  service  on 
this  committee. 
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AD  HOC  COMMITTEE  TO 
REVIEW  DELAWARE’S  DRIVING 
LAWRE:MEDICALCONDITIONS 

The  Driving  Law  Committee  of  the 
Medical  Society  of  Delaware  has 
persistent  concerns  about  the  lack 
of  an  organized,  clear  system  of 
regulations  that  can  guide  physi- 
cians, citizens  and  the  Motor  Ve- 
hicle Department  into  reasonable 
guidelines  that  would  both  protect 
individuals  and  society  and  also  be 
fair  to  citizens,  since  driving  is  such 
an  important  part  of  our  existence. 
The  present  law  is  vague,  not  clearly 
defined,  and  Motor  Vehicle  does 
not  know  how  to  interpret  the  phrase 
“people  with  loss  of  consciousness 
due  to  central  nervous  system  dis- 
eases.” It  is  clear  that  seizure  dis- 
orders are  only  one  form  of  loss  of 
consciousness  and  that  driving 
risks  exist  for  other  chronic  ill- 
nesses, such  as  cardiac  disease, 
diabetes,  narcolepsy,  Meniere’s, 
etc. 

The  Chairman  proposes  looking  at 
other  State  regulations  that  have 
been  effective,  such  as  in  the  states 
of  Maine  and  Wisconsin,  that  give 
the  Motor  Vehicle  Division  and  citi- 
zens guidelines  to  decide  whether 
driving  would  be  safe  or  not.  Hope- 
fully we  can  adopt  a program  such 
as  this  in  Delaware,  though  it  will 
take  further  funding  by  the  State  for 
the  Division  of  Motor  Vehicles  and 
an  adequate  medical  advisory  com- 
mittee to  help  clarify  the  issues.  At 
the  present  time,  the  system  is  not 
working  and  is  unable  to  give  phy- 
sicians or  the  Department  of  Motor 
Vehicle  direction.  We  hope  there 
will  be  a desire  to  make  changes  in 
the  law  that  will  be  effective  in  ad- 
dressing this  need. 

I would  like  to  call  on  the  presidents 
of  all  the  medical  societies  to  look 
at  guidelines  and  give  us  their  opin- 
ion of  whetherthey  agree  with  these 
guidelines,  as  they  would  be  help- 
ful to  work  out  appropriate  guide- 


lines, addressing  the  issues  of 
medical  illness  impacting  driving. 

S.  Charles  Bean,  M.D.,  Chair 

The  report  was  filed  with  the  fol- 
lowing recommendation:  that  the 

committee  work  closely  with  the 
appropriate  state  officials  includ- 
ing the  State  Insurance  Commis- 
sioner to  develop  guidelines  of 
impaired  drivers. 


DELAWARE  MEDICAL  EDUCATION 
FOUNDATION.  LTD. 

In  1999,  the  DMEF  held  two  meet- 
ings. At  the  annual  meeting  on 
March  31 , 1999,  the  following  terms 
to  the  DMEF  Board  of  Directors  were 
renewed:  Alfonso  Ciarlo,  M.D.  and 
Richard  Sherman,  M.D.  Katherine 
Esterly,  M.D.;  James  Gill,  M.D.;  and 
John  Kramer,  M.D.,  were  also  in- 
stalled. 

At  the  spring  board  meeting  on 
March  31,  1999,  Janice  E.  Tildon- 
Burton,  M.D.  was  reinstated  as 
Chair,  and  Mansour  Saberi,  M.D. 
was  instated  as  Vice-Chair  to  com- 
plete the  term  vacated  mid-1 998  by 
Michael  Bradley,  D.O.  Richard 
Sherman,  M.D.  was  installed  as 
Secretary/Treasurer  to  fill  the  term 
for  one  year  (Dr.  Ross  Megargel 
was  not  eligible  for  reappointment 
due  to  serving  two  consecutive  full 
terms). 

One  hundred  thirty-four  people 
joined  the  DMEF  as  members  in 
1999,  which  represents  zero  per- 
cent difference  in  membership  from 
1998.  From  the  1999  Membership 
Drive  alone,  $3,331  was  collected 
for  the  Endowment  Fund,  repre- 
senting an  increase  of  $430  from 
1998. 

The  Academy  of  Medicine,  Univer- 
sity of  Delaware,  and  Medical  Soci- 
ety of  Delaware  remained  constitu- 
ents in  a “telemedicine”  project,  for 
which  the  DMEF  is  the  funding  con- 
duit. The  Delaware  Coalition  for 


Telecommunications  in  Health 
Care  is  comprised  of  hospital  lead- 
ers across  the  state,  and  was 
formed  in  January  1 999  to  oversee 
the  final  data-collection  phase  of 
the  project.  This  telemedicine 
project  will  eventually  allow  physi- 
cians to  interact  with  colleagues  in 
“real  time”  at  other  sites  through 
continuing  medical  education,  clini- 
cal diagnosing  and  committee 
meetings.  An  RFP  is  expected  by 
early  November  1999,  a winning 
vendor  selected,  and  full  imple- 
mentation by  mid-year  2000. 

The  DMEF  transferred  a MSDIS 
contribution  of  $20,000  to  fund  the 
Society's  Physicians’  Health  pro- 
gram. In  late  1 998,  monies  from  the 
Endowment  Fund  were  moved  from 
the  current  money  market  fund  and 
reinvested  along  with  the  Society’s 
equity  funds,  to  allow  the  Endow- 
ment larger  investment  benefits. 

The  DMEF  continued  to  host 
fundraising  activities,  including  the 
Medical  Society  of  Delaware  ca- 
sual shirt  sale.  In  June,  the  MSD 
Alliance  hosted  a “Night  at  the  Blue 
Rocks,”  which  raised  over  $400  for 
the  Foundation. 

The  DMEF  Board  was  provided  with 
several  requests  from  high  school 
students  seeking  funding  for  lead- 
ership conferences,  seminars,  etc. 
through  the  Foundation.  DMEF  is 
also  often  approached  by  non-profit 
groups  for  the  funding  of  events, 
education,  etc.  It  was  agreed  that 
priorto  funding  any  projects,  guide- 
lines must  be  drafted,  approved 
and  implemented.  As  the  funds  of 
DMEF  become  more  substantial, 
guidelines  will  be  expanded  to  in- 
clude public  events. 

Janice  Tildon-Burton,  M.D.,  Chair 

The  report  was  filed. 
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MEDICALSOCIETYOF 
DELAWARE  INSURANCE 
SERVICES  (MSDIS) 

The  consolidation  of  all  business 
operations  of  MSDIS/Zutz-PLI/ 
Health  Select  to  Zutz/PLI’s  offices 
on  Delaware  Avenue  proved  to  be 
the  event  with  the  greatest  short- 
term financial  impact,  unfortunately, 
a negative  one.  This  created  a 
shortfall  in  the  MSD  budget  and  has 
been  a source  ofangstforourmem- 
bers  use  to  year  in,  year  out  in- 
creases in  the  MSDIS  dividend  (at 
least  for  the  last  five  years).  I be- 
lieve this  action  was  warranted  for 
several  reasons,  and  take  respon- 
sibility for  encouraging  our  Board  to 
approve  the  move.  MSDIS  has 
grown  over  the  past  five  years  from 
an  operation  with  gross  revenues 
of  $290,000  (and  declining!)  to  one 
which  will  gross  in  excess  of  $1 
million  this  year  and  is  positioned 
for  continued  growth.  This  revenue 
growth  will  occur  despite  a much 
more  aggressive  business  climate. 
This  includes  the  distinct  possibil- 
ity that  one  or  more  carriers  will 
attempt  direct  marketing  to  our 
members,  or  through  agencies 
other  than  MSDIS  (as  MIXX  from 
New  Jersey  did  last  year).  We  also 
predict  growing  revenues  despite 
the  declining  commission  rates 
across  many  lines,  especially 
health  insurance.  MSDIS  could  not 
accomplish  this  with  our  opera- 
tions, personnel  and  management 
dispersed  in  several  locations.  We 
are  no  longer  a basement  Mom 
and  Pop  operation  and  we  needed 
to  make  the  financially  straining, 
short-term  investment  for  future 
growth.  Coincident  with  this  physi- 
cal move  was  the  change  in  book- 
keeping to  a consolidated  format 
which  will  greatly  simplify  account- 
ing and  expense  tracking.  I see  all 
these  moves  as  solidifying  MSDIS 
as  a real  business  rather  than  a 
back  office  function  of  our  Society. 

We  have  been  actively  marketing 
health  insurance  to  the  Delaware 
State  Bar  Association  through  our 
relationship  via  a Class  B stock 


sale.  Growth  potential  here  is  sub-  ! 
stantial.  Marketing  to  other  profes- 
sional associations  is  active  and 
discussions  with  the  Delaware 
Health  Care  Association  are  well 
established,  with  the  potential  of 
marketing  multiple  lines  of  insur- 
ance to  Association  members 
(Delaware  Hospitals). 

Contact  with  Physician  owned  and 
sponsored  carriers  continued  this 
year,  primarily  with  NCRIC  from 
Washington,  DC.  No  significant 
interaction  occurred  this  year  with 
Maryland  Mutual,  or  PMSLIC. 

MSDIS  has  been  formally  made  a 
part  of  the  MSD  Holding  Company, 
which  potentially  will  have  favor- 
able tax  consequences  for  MSD. 

MSDIS  currently  provides  about  75+ 
percent  of  malpractice  - 50  percent 
of  health  insurance,  and  - 25  per- 
cent of  other  lines  of  insurance  cov- 
erageforDelaware  Physicians.  We 
will  work  for  90+  percent,  but  are 
realistic. 

In  concert  with  MLIC  we  monitorthe 
rate  environment,  and  meet  yearly  | 
with  PHICO,  the  carrier  endorsed  ' 
by  MSDIS.  The  factthat  we  provide  ' 
coverage  for  so  many  physicians 
allows  us  to  act  as  stabilizing  force 
here  in  Delaware,  a critical  factor 
that  sometimes  can  be  forgotten  in 
a attempt  to  get  “a  real  deal”  on 
rates. 

Your  company  also  is  active  in  spon- 
soring the  Annual  Meeting,  CME 
courses  and  various  workshops 
such  as  the  recent  one  on  Fraud 
and  Abuse. 

Currently,  we  are  in  the  midst  of 
writing  our  contract  with  Zutz-PLI/ 
Health  Select.  This  will  be  com- 
! pleted  and  signed  in  the  near  fu- 
ture. 

We  will  continue  to  look  for  ways  to 
develop  relationships  with  other 
professional  groups,  including  is- 
suance of  Class  B stock  when  ap- 


propriate, to  gain  entry  to  a group’s 
insurance  needs. 

And,  importantly,  we  continue  to 
look  for  ways  to  obtain  value  for  our 
members,  given  the  favorable  in- 
surance environment  here  in  Dela- 
ware. Although  a small  market, 
Delaware  is  unique,  perhaps  rate, 
in  that  insurance  carriers  actually 
make  money  here,  from  underwrit- 
ing. That  is,  year  in  and  year  out, 
they  pay  less  in  claims  than  they 
collect  in  premiums,  by  a substan- 
tial margin.  To  put  this  in  perspec- 
tive, PHICO's  ratio  acrossthe  coun- 
try is  about  110  percent.  That  is, 
they  pay  out  ten  percent  more  in 
claimsthan  they  collect.  Their  profit 
comes  from  investment  returns  be- 
fore paying  claims.  Everywhere  - 
but  Delaware.  Of  course,  given  our 
size,  this  could  change  in  the  face 
of  multiple  large  claims,  but  that 
has  not  been  the  Delaware  experi- 
ence, and  this  does  give  us  lever- 
age, despite  the  relatively  small 
market,  we  represent.  We  con- 
tinue to  look  for  ways  to  use  this  to 
your  advantage. 

Thomas  J.  Maxwell,  M.D. 
President,  MSDIS 

The  report  was  filed  with  com- 
mendation. 


MEDICAL  NETWORK 
MANAGEMENTSERVICES 
OF  DELAWARE.  INC.  (MED-NET) 

This  year  has  presented  Med-Net 
with  the  opportunity  to  demonstrate 
its  ability  to  be  both  flexible  and 
market  responsive.  Beginning  in 
March  of  this  year,  Med-Net  found 
I itself  facing  a very  changing  envi- 
I ronment  from  the  one  it  entered 
i three  years  ago.  One  of  the  primary 
' original  goals  of  physician  organi- 
zation formation  was  to  re-secure 
clinical  autonomyforDelaware  phy- 
; sicians.  In  managed  care  nomen- 
clature this  meant  utilization  man- 
agement or  medical  management. 
To  accomplish  this  goal  required 
that  a physician  network  be  willing 
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to  take  what  was  called  down-side 
risk.  Over  the  past  several  months 
we  have  witnessed  numerous  fail- 
ures of  this  contracting  model  pri- 
marily in  California,  but  also  on  the 
East  Coast. 

Anticipating  this  major  market 
change,  Med-Net  began  to  look  for 
other  means  of  accomplishing  the 
goal  of  clinical  autonomy  without 
the  necessity  of  downside  risk  con- 
tracting. Overthe  past  seven  months 
it  has  been  working  very  hard  with 
several  different,  aligned  entities  to 
develop  a new  contracting  model 
for  the  449  Delaware  physicians  in 
physicians  organizations  which 
Med-Net  represents.  The  result  of 
this  effort  is  a new  model  called  a 
“clinically  integrated  physicians 
network.”  This  new  network  format 
required  a revision  of  the  original 
existing  model  and  a restructuring 
of  our  contracting  infrastructure  to 
accomplish  a new  set  of  goals. 
This  effort  will  be  complete  before 
year  end.  The  model  will  allow  the 
individual  networks  to  capture  all 
professional  data  at  the  outset  with 
collateral  agreements  for  submis- 
sion of  complementary  utilization 
data  to  our  data  warehouse.  The 
POs  now  have  the  mechanism  for 
full  claims  processing  and  data 
capture  and  reporting.  They  will 
have  the  data  and  own  it. 

With  this  increase  in  capability  has 
come  new  contracting  opportuni- 
ties which  are  anticipated  for  the 
first  of  the  year.  These  opportuni- 
ties stretch  beyond  traditional  man- 
aged care  and  will,  we  hope,  initiate 
the  entry  into  true  “physician  di- 
rected managed  care.” 

Med-Net  is  projected  to  remain  fi- 
nancially solid  through  the  end  of 
1999.  With  the  implementation  of 
the  new  contracting  strategy,  it  is 
predicted  that,  following  an  initial 
shortfall,  Med-Net  will,  in  addition 
to  providing  an  invaluable  service 
to  Delaware  physicians,  also  be- 
come a strong  financial  compo- 
nent in  the  Medical  Society  family. 


We  again  express  our  sincere  ap- 
preciation to  all  the  hard-working 
members  of  Med-Net’s  Board  of 
Directors.  Special  thanks  also  to 
the  Medical  Society  of  Delaware  for 
its  vision  and  to  the  physician  orga- 
nizations and  the  individual  com- 
munity physicians  who  own  them. 

Michael  J.  Bradley,  D.O. 

Chairman  of  the  Board 

The  report  was  filed  with  com- 
mendation. 

DELAWARE  CHAPTER  OF  THE 
AMERICANCANCERSOCIETY 

Prostate  Cancer  Awareness 
Two  prostate  committee  meetings 
were  held:  Council  level  and 
Wilmington  Community.  There  was 
a prostate  media  campaign  for 
Father’s  Day;  bus  cards,  billboards 
and  radio.  We  also  did  outreach 
into  minority  communities  via 
speakers.  Blue  Rocks  games  and 
community  events.  Our  chapter 
helped  promote  Christiana  Care 
Health  Systems’s  September  pros- 
tate screenings  through  paid  radio 
spots.  We  initiated  contact  for 
Henrietta  Johnson  screening  loca- 
tion with  Christiana  Care  cancer 
outreach  program.  We  were  part  of 
statewide  prostate  initiative  along 
with  state  hospitals  and  the  De- 
partment of  Public  Health.  Two 
support  groups  in  the  state  meet 
monthly. 

Breast  Cancer  Awareness 
In  regards  to  the  Friends  of  Lettye’s 
Legacy,  we  are  working  with  Mam- 
mography of  Delaware  (MOD). 
Lettye’s  volunteers  helped  to  sign 
up  women  in  several  senior  apart- 
ment buildings  for  mammogram 
appointments  on  the  van.  Gift  cer- 
tificates were  given  to  those  who 
kept  their  appointment.  Our 
Worksite  Awareness  Project  is  in 
its  fourth  year.  We  have  developed 
a package  of  ideas  and  materials 
businesses  can  use  to  promote 
breast  cancer  awareness  at  the 


workplace.  This  provides  no  cost 
ways  for  businesses  to  participate 
in  breast  cancer  awareness.  With 
the  Tell  A Friend  program,  our  goal 
is  to  reach  at  least  1 ,000  Delaware 
women  so  that  they  will  get  a mam- 
mogram this  year.  This  program 
relies  on  women  calling  friends 
and  relatives,  who  are  over  40,  to 
remind  and  urge  them  to  get  their 
mammogram  this  year  if  they  have 
not  done  so. 

Primary  Care  Liaison  Project 
This  project  involves  a nurse  prac- 
titioner visiting  family  practice  and 
internal  medicine  practices 
(through  a breakfast  or  lunch  time 
visit)  to  find  out  what  they  are  doing 
with  early  detection  reminder  sys- 
tems and  education.  A free  soft- 
ware program  is  being  offered  to 
the  first  24  practices  that  agree  to 
an  appointment  and  use  the  pro- 
gram. All  offices  will  be  offered  a 
resource  manual.  The  program  has 
been  operating  for  six  months  and 
is  based  on  a successful  American 
Cancer  Society  program  in  Con- 
necticut. 

Patient  Services  programs  offered 
Among  the  services  offered  to  pa- 
tients are:  Reach  to  Recovery,  for 
newly  diagnosed  breast  cancer  pa- 
tients, which  is  a support  program; 
Road  to  Recovery,  which  provides 
transportation  for  patients;  Look 
Good. ..Feel  Better,  for  women  un- 
dergoing chemotherapy/radiation 
therapy;  and  Camp  Sunrise  and 
Hope  Lodge.  Other  programs  that 
are  available  are:  Fresh  Start,  which 
is  a quit  smoking  program;  Make 
Yours  a Fresh  Start  Family;  Tatoo/ 
Assist,  also  a tobacco  campaign; 
Generation  Fit;  and  the  Great  Ameri- 
can Smoke  Out. 

Joseph  Ravalese,  M.D. 

Liaison 

The  report  was  filed. 
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DELAWARE  CENTER  FOR 
WELLNESS 

The  Delaware  Center  for  Wellness 
(DCW),  after  ten  years  of  variable 
success  in  promoting  programs  to 
improve  the  health  of  “captive”  au- 
diences of  employees,  merged  with 
the  PMRI  of  Christiana  Care  Health 
System  last  spring  after  almost  a 
year  of  negotiations.  In  spite  of 
some  major  accomplishments,  the 
DCW  developed  both  administra- 
tive and  economic  weaknesses  in 
1 998  leading  to  program  problems, 
which  undermined  the  overall  ef- 
fectiveness of  DCW  in  spite  of  a 
successful  conference  in  Novem- 
ber 1998. 

Preliminary  discussions  with  sev- 
eral other  groups  eventuated  in  ne- 
gotiations with  PMRI  and  merger 
last  spring.  The  hope  is  that  PMRI 
will  be  able  to  carry  on  the  important 
worksite  wellness  programs,  which 
were  the  prime  interests  and 
strengths  of  DCW. 

DCW  was  more  successful  in  help- 
ing larger  employers  design  and 
implement  programs  for  their  em- 
ployees than  in  working  with  small 
employers  without  the  staffs  to  carry 
out  programs  with  a limited  num- 
ber of  employees.  That  is  one  of  the 
challenges  handed  over  to  PMRI, 
as  well  as  a tendency  for  larger 
companies  to  cut  budgets  for  sup- 
porting wellness  programs.  In  spite 
of  research,  which  has  demon- 
strated, the  long  term  economic 
value  of  preventive  health  services, 
too  many  businesses  expect  pre- 
vention to  show  an  impact  on  their 
bottom  line  in  a year  or  so. 

It  will  take  research,  marketing 
strengths  and  skilled  and  experi- 
enced health  educators  to  per- 
suade employers  to  establish  an 
industrial  culture  which  promotes 
the  adoption  of  preventive  health 
behaviors  by  employees. 

The  challenges  facing  those  pro- 
^moting  health  prevention  raises 


questions  about  the  potential  value 
of  having  the  Medical  Society  of 
Delaware  encourage  liaison  with 
health  provider  organizations,  such 
as  Christiana  Care  Health  System, 
Bayside  Health,  A.l  duPont,  Beebe, 
Nanticoke  and  St.  Francis  hospi- 
tals, as  well  as  the  major  health 
insurers  in  the  state  to  open  lines  of 
communication  with  organizations 
which  have  major  impacts  on  all 
types  of  health  services  including 
prevention.  This  can  also  raise 
questions  about  how  the  Medical 
Society  of  Delaware  should  relate 
to  state  educational  institutions, 
such  as  the  University  of  Delaware, 
Delaware  State  University  and  busi- 
ness organizations  such  as  the 
Delaware  State  Chamber  of  Com- 
merce. 

Robert  W.  Frelick,  M.D. 

Liaison 

The  report  was  filed. 


EPILEPSY  FOUNDATION  OF 
DELAWARE 

The  Epilepsy  Foundation  of  Dela- 
ware has  been  continuing  its  ef- 
forts to  educate  and  support 
indiviuals  and  their  families  with 
epilepsy  in  the  state.  The  Founda- 
tion supported  a tele-med  program 
and  provided  individual  counsel- 
ing and  referral  services.  They  have 
groups  established  now  in  New 
Castle,  Kent  and  Sussex  Counties. 
They  have  provided  material  for 
medical  staff  on  the  updated  treat- 
ment of  status  epilepeticus  in  addi- 
tion to  giving  lectures  on  the  sub- 
ject and  provided  223  presenta- 
tions in  schools,  264  presentations 
at  Head  Start,  100  presentations 
for  paramedics,  33  for  Vocational 
Rehab,  33  for  group  homes,  22  for 
school  bus  drivers  and  eight  for 
pediatric  nurses.  It  maintains  a 
library  of  videos,  manuals  and 
books  and  has  also  provided  con- 
tacts for  legislative  committees, 
professional  staff  and  patients  with 
epilepsy.  It  has  been  an  active 
program  and  1 would  hope  that  the 


medical  community  would  continue 
to  support  our  efforts.  This  year  we 
again  put  on  an  Epilepsy  Founda- 
tion two  day  lecture  for  support  of 
families  at  the  University  of  Dela- 
ware, scheduled  in  the  first  week  of 
November. 

People  interested  in  contacting  the 
Epilepsy  Foundation  of  Delaware 
shoulddosoatSI  Corporate  Circle, 
New  Castle,  Delaware  19720,  or 
call  toll  free  888-324-4514  or  302- 
324-4455,  Barbara  H.  Blair,  RN, 
Executive  Director. 

S.  Charles  Bean,  M.D. 

Liaison 

The  report  was  filed. 


ADVISORYCOUNCIL  FOR 
CANCERCONTROL 

The  Advisory  Council  for  Cancer 
Control  of  the  Division  of  Public 
Health  has  been  in  existence  for 
ten  years.  It  was  initiated  as  an 
Advisory  Council  for  Cancer  Con- 
trol for  the  State  of  Delaware  within 
the  Division  of  Public  Health.  The 
Council  had  representatives  of  state 
agencies,  such  as  the  Department 
of  Natural  Resources,  the  Division 
of  Aging,  American  Cancer  Society, 
State  Cancer  Registrar’s  Associa- 
tion, Hospice,  Delaware  Chapter  of 
the  American  College  of  Surgeons, 
Delaware  Hospital  Association, 
Medical  Society  of  Delaware,  Dela- 
ware Society  for  Clinical  Oncology 
and  the  University  of  Delaware 
College  of  Nursing.  Unfortunately, 
for  the  last  seven  to  eight  years  the 
directors  of  the  Division  of  Public 
Health  (DPH)  have  reduced  the  vi- 
sion for  the  Council  to  advising  the 
DPH.  As  such,  it  has  had  some  real 
accomplishments,  such  as  stimu- 
lating the  purchase  and  operation 
of  a mobile  mammography  unit  and 
outlining  the  interventions  needed 
to  respond  to  the  recommenda- 
tions for  cancer  control  by  a state 
cancer  task  force  appointed  by  the 
Governor. 
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In  the  last  several  years,  it  has  be- 
come obvious  that  cancer  control 
has  to  be  stimulated  and  under- 
taken state  wide  in  ways  that  often 
involve  the  legislature,  which  DPH 
is  not  allowed  to  lobby.  Therefore, 
it  has  been  suggested  that  an  Ad- 
visory Council  should  expand  into  a 
state  wide  Coalition  for  Cancer  Con- 
trol. As  a result,  the  Council  has 
been  inactive  while  DPH  has  con- 
tracted with  outside  experts  in  mar- 
keting and  organization  to  develop 
a cancer  plan  for  the  state  and  to 
promote  improved  communication 
with  the  public  to  persuade  people 
to  adopt  life  styles  to  reduce  the 
impact  of  cancer.  At  the  same  time, 
DPH  is  responding  to  a request  for 
the  Centers  for  Disease  Control 
(CDC)  for  a state  cancer  control 
plan.  That  is  being  developed  with 
the  advice  from  some  of  those  pre- 
viously involved  directly  or  indirectly 
with  the  Advisory  Council  and  one 
of  the  above  noted  contractors. 

1 am  making  an  effort  to  keep  in- 
volved as  a representative  of  the 
Medical  Society  with  the  develop- 
ment of  a state  cancer  plan  while 
the  Council  itself  is  dormant.  Hope- 
fully, DPH  will  eventually  obtain 
enough  support  from  the  CDC  to 
provide  a limited  staff  for  a Coali- 
tion for  Cancer  Control,  which  can 
and  will  speak  for  and  stimulate  the 
resources  within  the  state  needed 
to  reduce  the  impact  of  cancer  on 
Delawareans. 

Robert  W.  Frelick,  M.D. 

Liaison 

The  report  was  filed  with  com- 
mendation to  Dr.  Frelick  for  all  his 
efforts. 


CONTRQLLEDSUBSTANCE 
ADVISORYCOMMITTEE  (CSAC) 

First  considered  business  was  to 
recognize  the  contributions  of  Mario 
Pazzaglini,  Ph.D.  who,  through  the 
years,  was  an  informative  investi- 
gator of  the  trafficking  and 
consunmory  of  ill-legal  drugs  in  the 


streets  of  southeast  Pennsylvania 
and  all  of  Delaware  and  who 
passed  away  of  colon  cancer  since 
ourlast  meeting  on  October?,  1998. 

Top  drugs  of  abuse  have  been 
Percocet,  Vicodin,  Ritolin,  Xanox, 
Heroin  (in  high  percentages)  and 
Codeine.  The  dealers  are  revealed 
to  have  realized  that  Internet  is  a 
convenient  way  to  obtain  manufac- 
turing information.  Abuse  of 
Dextromethorphan  and  Ephedrin 
has  been  reported. 

Gamma  Butyrolactone  (GBL),  a pre- 
cursor to  Schedule  I GHB,  is  being 
used  and  is  difficult  to  control  since 
it  is  contained  in  many  commercial 
products. 

The  State  Office  of  Narcotics  and 
Dangerous  Drugs,  (ONDD)  would 
appreciate  supplying  to  all  who  so 
desire  the  up-to-date  booklets  in 
the  state’s  laws  concerning  narcot- 
ics and  dangerous  drugs.  This 
booklet  may  be  requested  by  mail 
at  the  ONDD  Jesse  Cooper  Build- 
ing, P.O.  Box  637,  Federal  Street, 
Dover,  Delaware,  1 9903,  or  by  tele- 
phone. The  number  is  302-739- 
4798.  Marinol,  (dronabinol)  has 
been  moved  from  Schedule  II  to 
Schedule  III. 

Still  being  contemplated  is  the  Na- 
tional Institutes  of  Health’s  report 
to  expand  the  indications  for  use 
and  distribution  of  Methadine  be- 
yond present  designation  for  clinic 
use  only. 

Rhoslyn  J.  Bishoff,  M.D. 

Liaison 

The  report  was  filed  with  com- 
mendation to  Dr.  Bishoff  for  all  his 
efforts. 


DIABETES  PREVENTION 
COALITION 

The  Diabetes  Prevention  Coalition 
evolved  from  the  Diabetes  Advisory 
Council  to  the  Division  of  Public 
Health  (DPH).  It  was  started  about 


eight  years  ago  to  pull  together  the 
provider  resources  needed  to  im- 
prove the  care  of  Delaware’s  dia- 
betic patients.  The  Council  mem- 
bers had  representative  dieticians, 
pharmacists,  and  representatives 
from  managed  care  insurance  com- 
panies, podiatrists  and  physicians 
interested  in  diabetic  care.  The 
American  DiabeticAssociation  also 
took  an  active  part  in  the  Council’s 
activities.  Diabetic  educators  from 
several  parts  of  the  state  have  pro- 
vided important  leadership.  In  its 
early  years,  the  Council  reviewed 
available  data  on  the  impact  of  dia- 
betes on  disabilities,  such  as  end 
stage  renal  failure  requiring  dialy- 
sis, blindness,  cardiovascular  dis- 
ease and  amputations.  A state- 
wide conference  was  organized 
and,  in  spite  of  limited  state  sup- 
port, a successful  resource  guide 
was  developed  and  distributed  to 
providers  and  patients  throughout 
the  state.  Efforts  to  develop  a reg- 
istry lacked  resources  for  such  a 
program. 

The  activities  of  the  Council  varied 
with  the  availability  of  staff  support. 
About  two  years  ago  after  DPH  re- 
ceived initial  funding  for  diabetic 
control,  DPH  stimulated  a meeting 
of  those  interested  in  diabetes  to 
consider  changing  the  Council  into 
a more  representative  state  wide 
coalition  that  could  have  DPH  staff 
support,  but  would  be  an  indepen- 
dent association,  which  could 
stimulate  efforts  to  affect  public 
policies.  Council  leadership 
helped  the  Coalition  become  orga- 
nized with  bylaws,  officers  and  com- 
mittees. A flow  sheet  was  devel- 
oped with  time  intervals  for  check- 
ups for  diabetic  patients  with  the 
aid  of  nurses,  physicians  and  en- 
docrinologists using  basic  stan- 
dards established  by  the  ADA.  In 
addition,  the  Council  “hit  a homer” 
by  persuading  the  major  health  in- 
surance carriers  in  Delaware  to 
agree  to  use  the  flow  sheet  with  its 
standards  for  the  care  expected  for 
their  insured  diabetics.  This  fall  a 
new  diabetic  resource  manual  was 
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produced  for  health  care  providers 
and  a consumers’  edition  is  ex- 
pected soon. 

Last  year  the  legislature  was  stimu- 
lated to  develop  a Diabetes  Task 
Force  to  advise  the  legislature  on 
ways  to  improve  insurance  cover- 
age for  diabetic  patients.  The  re- 
port of  the  task  force  has  not  been 
made  public,  but  because  of  the 
pressures  and  understanding  of 
the  long  term  economic  benefits  for 
diabetic  patients  to  have  health  in- 
surance which  would  make  needed 
drugs  and  supplies  more  afford- 
able, there  has  been  some  im- 
provement in  insurance  coverage 
without  legislation. 

Thus,  the  Coalition  is  alive  and  well. 
Pat  Wagner,  nurse,  diabetic  edu- 
cator and  the  wife  of  Dr.  Charles 
Wagner  of  Milton,  deserves  much 
of  the  credit  for  the  successes  of 
the  Council  and  its  successor,  the 
Diabetic  Coalition. 

Robert  W.  Frelick,  M.D. 

Liaison 

The  report  was  filed  with  com- 
mendation to  Dr.  Frelick  for  all  his 
efforts. 


DELAWARE  HEALTH 
RESOURCES  BOARD 

This  report  covers  the  period  of 
October  1998  through  September 
1999. 

The  Delaware  Flealth  Resources 
Board  was  established  by  House 
Bill  No.  331,  signed  into  law  by 
GovernorCarperon  June22, 1994. 
The  Board  is  comprised  of  21 
members,  including  a representa- 
tive of  the  Medical  Society  of  Dela- 
ware and  other  designated  organi- 
zations and  interests  as  well  as 
nine  representatives  of  the  public- 
at-large.  In  June  1999,  legislation 
was  enacted  which  delayed  the 
sunset  of  the  Board  until  June  30, 
2002  while  continuing  to  reduce 


the  scope  of  activities  subject  to 
Certificate  of  Need  review.  The 
legislation  also  changed  the  name 
“Certificate  of  Need”  to  “Certificate 
of  Public  Review”  to  more  accu- 
rately reflect  the  nature  of  the 
Board’s  review  process. 

The  Board  has  in  place  a Health 
Resources  Management  Plan,  the 
purpose  of  which  is  to  “assess  the 
supply  of  health  care  resources, 
particularly  facilities  and  medical 
technologies,  and  the  need  for  such 
resources.”  Given  the  rapidity  with 
which  change  is  occurring  in  the 
financing  and  delivery  of  health 
care,  flexibility,  as  reflected  by  a set 
of  general  principles,  is  a critical 
aspect  of  the  Plan. 

Certificate  of  Need/Certificate  of 
Public  Review  decisions  by  the 
Board  follow: 

• Beebe  Medical  Center  - Es- 
tablish a freestanding  surgi- 
cal center  - Approved. 

• Lewes  Surgical/Medical  Asso- 
ciates, P.A.  - Establish  a free- 
standing surgical  center-  Con- 
ditionally Approved. 

• Intensive  Hospital  of 
Wilmington,  Inc.  - Establish 
an  Acute  Long  T erm  Care  Hos- 
pital within  St.  Francis  Hospi- 
tal - Approved. 

• Delaware  Oncology  Services, 
Inc.  - Establish  a radiation 
therapy  service  in  Seaford  - 
Denied. 

• Nanticoke  Health  Services, 
Inc.  - Establish  an  oncology 
center  in  Seaford  - Approved. 

• Milford  Cancer  Center,  LLC  - 
Establish  radiation  therapy 
service  at  Milford  Memorial 
Hospital  - Approved. 

• Alfred  I.  duPont  Hospital  for 
Children  - Expansion  of  surgi- 
cal facilities  - Approved. 


• Christiana  Care  Health  Ser- 
vices-Addition  ofsixth  cardiac 
catheterization  room  - Ap- 
proved. 

• Christiana  Care  Health  Ser- 
vices - Two  story  extension  at 
front  entrance  of  Christiana 
Hospital  - Approved. 

• H.  Paul  Aguillon,  M.D. -Estab- 
lish a freestanding  surgical 
center  in  Blades  - Condition- 
ally Approved. 

• Surgical  Associates  of  Dela- 
ware, LLC  - Convert  single 
specialty  ophthalmologic  free- 
standing surgical  center  in 
Dover  to  multi-specialty  use  - 
Conditionally  Approved. 

Steven  L.  Edell,  D.O. 

Liaison 

The  report  was  filed  with  a recom- 
mendation that  the  Committee  on 
Ethics  evaluate  the  credentialing 
and  backup  coverage  established 
at  freestanding  surgical  centers. 


DELAWARE  DOMESTIC 
VIOLENCECOORDINATING 
COUNCIL  (DVCC) 

Created  by  legislative  initiative  in 
1 993,  the  Domestic  Violence  Coor- 
dinating Council  has  started  it’s 
mission  to  reduce  the  incidence  of 
domestic  violence  and  abuse  in  all 
of  its  forms. 

Goals  to  complete: 

• Continuously  study  court  ser- 
vices and  procedures,  law  en- 
forcement procedures  and  pro- 
tocol and  analogize  and  collect 
criminal  justice  data  as  related 
to  domestic  violence. 

! • Work  to  effectively  coordinate 
' problems  among  all  concerned 

j through  private  and  state  agen- 

cies and  departments  and  the 
courts  with  victims  of  domestic 
violence  and  abuse. 
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• Find  and  promote  effective  pre- 
vention intervention  and  thera- 
peutic techniques. 

• To  recommend  standards  for 
treatment  programs. 

• To  review  and  comment  upon 
legislation  while  suggesting  im- 
provement. 

• T 0 improve  response  time  to  the 
scene  of  violence  and  abuse. 

The  1999  Annual  Reporttothe  Hon- 
orable Thomas  R.  Carper,  Gover- 
nor, State  of  Delaware  and  to  the 
Honorable  E.  Norman  Veasey, 
Chief  Justice,  Supreme  Court  of 
the  State  of  Delaware,  has  been 
completed  and  delivered.  Copies 
are  probably  available  in  the  law 
libraries  of  each  county. 

October  has  been  designated  as 
Domestic  Violence  month  in  Dela- 
ware. Look  for  the  advertisements 
of  programs  of  interest  every  Octo- 
ber. 

Rhoslyn  J.  Bishoff,  M.D. 

Liaison 

The  report  was  filed. 


FAMILY  LAW  COMMISSION 

At  its  organizational  meeting  in  No- 
vember the  Family  Law  Commis- 
sion sought  an  answer  to  the  re- 
sults of  the  probing  of  the  House 
Joint  Resolution  4 (HJR),  the  ap- 
pointed temporary  commission. 
The  commission’s  report  was  the 
first  order  of  business  in  January 
1999.  The  recommendations  were 
to  establish  four  categories  of  fam- 
ily court  cases  and  have  open  court 
as  each  category  designates. 
Whether  the  commission  also 
maintained  open  or  closed  court  is 
the  responsibility  of  the  seating 
judge. 

A public  hearing  was  held  in  the 
Delaware  House  of  Representa- 


tives, on  March  17,  1999.  Thirty 
citizens  participated  expressing 
their  views  of  the  Family  Courts’ 
ability  to  satisfy  their  needs  and 
complaints. 

The  statements  of  the  public  were 
reviewed  at  the  June  16  meeting, 
and  attempts  will  continue  to  have 
open  courts,  to  increase  the 
commission’s  membership,  to  re- 
view the  Melson  formula,  to  be  sure 
both  sides  in  a court  case  are  in- 
formed, to  assure  existing  laws  are 
enforced  and  to  inform  the  public 
when  the  commission  has  met  their 
requests.  The  open  court  has  yet  to 
be  passed. 

In  the  March  meeting.  Secretary 
Metts  was  a guest  who  pointed  out 
that  permanent  and  temporary 
records  of  students  would  be  main- 
tained. The  permanent  records 
were  those  of  grades  and  assess- 
ments, and  the  temporary  records 
would  be  those  disciplinary  records 
that  the  student  could  grow  out  of. 

Family  Law  Commission  will  plan 
to  have  a November  1999  meeting 
to  set  its  purposes  forthe  year  2000. 

New  faces  were  added  to  the  Com- 
mission. Those  new  members  are 
Judge  Nicholas  and  Representa- 
tive Shirley  Price. 

Rhoslyn  J.  Bishoff,  M.D. 

Liaison 

The  report  was  filed. 


MEDICALCARE  ADVISORY 
COMMITTEE 

I have  been  privileged  to  serve  as 
the  Medical  Society  of  Delaware 
representative  to  the  MCAC  again 
this  year. 

The  MCAC  is  charged  under  fed- 
eral regulation  with  being  an  advi- 
sor to  the  Medicaid  agency  director 
on  matters  of  health  and  medical 
care  services  and  is  composed  of 


representatives  of  the  field  of  medi- 
cine, consumers,  consumer 
groups  and  other  fields  concerned 
with  health  and  medical  care  ser- 
vices. 

During  the  year  since  my  last  report 
to  the  Society,  the  MCAC  continues 
to  be  responsive  to  the  needs  of  the 
Medicaid  community.  Among  the 
issues  that  the  committee  consid- 
ered this  year: 

• Adding  new  members  to  the 
committee  to  replace  or  expand 
the  committee  including 
Leonard  Nitowski,  M.D.;  Mr. 
David  Allen;  Michael  Glacken, 
M.D.;  Ms.  Yrene  Waldron;  and 
Ms.  Daniese  McMullin-Powell. 

• Reviewing  the  Medicaid  budget 
for  the  upcoming  year  in  antici- 
pation of  presentation  to  the  leg- 
islature. 

• Reviewing  new  initiatives,  such 
as  the  Children’s  Health  Insur- 
ance Plan  (CHIP),  which  pro- 
vides health  assistance  to  un- 
insured children  not  eligible  for 
Medicaid. 

• Monitoring  the  redesign  of  the 
Division  of  Social  Services  “No 
Wrong  Door”  service  plan. 

• Monitoring  the  process  for 
implementation  of  the  next 
phases  of  the  managed  care 
program. 

• Looking  at  extension  ofthe  man- 
aged care  program  to  long  term 
managed  care  (nursing 
homes). 

• Intensively  monitoring  phar- 
macy because  ofthe  rapidly  ris- 
ing pharmacy  budget.  The  com- 
mittee has  worked  closely  with 
Ms.  Cindy  Denemark  and  the 
DDR  Committee. 

• Reviewing  the  plans  for  lead 
poisoning  monitoring. 
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• Reviewing  the  issues  relating 
to  ADA’s  “Most  Integrated  Set- 
ting” (Olmstead). 

• Reviewing  the  proceedings  of 
the  Health  Care  Commission 
and  its  implication  to  the  Medic- 
aid and  uninsured  programs. 

• Discussing  the  opportunities  to 
improve  the  functioning  of  the 
MCAC  to  better  meet  the  needs 
of  the  state  and  in  getting  input 
from  the  community  on  Medic- 
aid health  care  matters. 

• Discussing  the  Wellness  Cen- 
ters located  at  various  high 
schools  throughout  the  state. 

In  summary,  this  year  has  been  a 
very  busy  year  for  the  Medical  Care 
Advisory  Committee  as  the  Divi- 
sion moves  to  more  sophisticated 
levels  of  management  of  this  im- 
portant health  care  program. 

Edward  R.  Sobel,  D.O. 

Liaison 

The  report  was  filed. 


SAFE  DRUG-FREE  SCHOOLS 
AND  COMMUNITIES 
COMMITTEE  (SDFSCC) 

To  date  this  committee  is  still  in- 
tact. A Federal  grant  of  $9  million 
has  been  reported  to  be  targeted  to 
be  used  in  an  effort  to  reduce  the 
use  of  drugs  and  alcohol  in  the 
pupils  ages  12  to  17.  The  charge 
accompanying  this  grant  is  to  stan- 
dardize methods  to  accomplish  a 
significant  reduction  in  usage  of 
drugs  and  alcohol  over  a three  year 
period. 

SDFSCC  is  asking  sponsors  of 
conferences  to  establish  the  im- 
pact value  of  said  conferences,  to 
hopefully  gather  statistics  of  value. 

The  newly  formed  School  Health 
Coalition  will  make  known  its  plan 
for  the  multiple  subcommissions 


which  will  replace  the  single  School 
Health  Advisory  Committee.  This, 
at  this  writing,  will  be  decided  at  a 
meeting  on  October  14,  1999. 
These  changes  are  being  made 
ostensibly  to  meet  Federally  de- 
signed requirements,  though  Dela- 
ware, with  its  School  Health  Advi- 
sory Committee,  already  had  met 
the  Federal  outlined  requirements.  * 

SDFSCC  reviewed  the  General 
Assembly’s  school  related  bills  and 
found  these:  House  Bill  27  with 
three  amendments  and  one  reso- 
lution and  Senate  Bill  16  with  one 
Resolution. 

Rhoslyn  J.  Bishoff,  M.D. 

Liaison 

* Federal  Dollars  Wasted 
The  report  was  filed. 


DELAWARE  STATE  SCHOOL 
HEALTH  ADVISORY 
COMMITTEE  (SHAC) 

Mrs.  Edith  Vincent  retired  last  year; 
this  fact  is  the  story  for  this  year’s 
short  life  of  activity  by  SHAC.  We 
were  informed  a commission  was 
formed  to  revamp  the  Health  Advi- 
sory Committee.  This  reorganiza- 
tion is  deemed  necessary  to  meet 
new  federal  standards. 

On  October  14,  1999,  a meeting  at 
Del  Tech  of  Dover  will  outline  the 
plan  of  multiple  commissions 
formed  to  supplant  the  recent 
School  Health  Advisory  Commit- 
tee. 

Robert  Frelick,  M.D.  has  been  ap- 
pointed to  the  Coalition  Commis- 
sion that  will  oversee  the  multiple 
commissions  to  be  formed. 

Rhoslyn  J.  Bishoff,  M.D. 

Liaison 

The  report  was  filed. 


YOUNG  PHYSICIAN  SECTION 

The  Medical  Society  of  Delaware’s 
Young  Physician  Section  (YPS)  has 
now  completed  its  second  year  of 
activity.  All  members  o1  the  MSD 
who  have  been  in  practice  five  years 
or  less  or  are  under  40  years  of  age 
are  automatically  members  of  the 
YPS.  No  additional  dues  are  re- 
quired. The  YPS  is  governed  by  an 
assembly  with  representatives 
from  Kent,  New  Castle  and  Sussex 
County  Medical  Societies. 

The  YPS  promotes  participation  of 
young  physicians  in  organized 
medicine.  Currently,  there  are 
young  physicians  on  almost  every 
MSD  committee,  including  the  MSD 
Board  of  Trustees,  the  House  of 
Delegates  and  the  Delaware  Del- 
egation for  the  annual  AMA  meet- 
ing. 

This  year,  we  had  several  young 
physicians  representing  Delaware 
attheannualAMA meeting:  Michael 
Katz,  M.D.,  served  as  an  Alternate 
Delegate  for  the  MSD  at  the  AMA- 
HOD.  Paul  P.  Yeung,  M.D.  repre- 
sented the  American  Psychiatric 
Association  at  the  AMA-YPS  HOD, 
and  I served  as  the  Delaware  Del- 
egate to  the  AMA-YPS  HOD.  It  was 
a wonderful  learning  experience 
for  all. 

Another  proud  moment  for  the  YPS 
occurred  when  Dr.  Katz  was  named 
as  one  of  nine  members  to  the 
AMA’s  Physicians  for  Responsible 
Negotiations  (PRN)  Board.  This 
body  will  be  working  at  the  national 
level  on  behalfofthe  AMA  member- 
ship to  ensure  fair  and  moral  nego- 
tiations for  physicians. 

YPS  Assembly  members  continue 
to  participate  in  periodic  confer- 
ence calls  to  facilitate  communica- 
tion and  conduct  business.  The 
initial  two  year  term  for  current  As- 
sembly members  is  coming  to  an 
I end,  and  a new  Assembly  will  con- 
I vene  in  early  December. 
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I would  like  to  take  this  opportunity 
to  thank  the  current  YPS  Assembly 
members  who  have  volunteered 
their  time  to  serving  the  MSD-YPS: 
Doctors  Thomas  Barnett,  Evan 
Crain,  David  Driban,  David  Islam, 
Neil  Kalin,  Michael  Katz,  Carey 
Nathan,  Wendy  Newell  and  Vincent 
Perrotta.  I would  also  like  to  thank 
Martin  G.  Begley,  M.D.,  Mark  Meister 
and  all  of  the  MSD  staff  who  have 
guided  and  supported  the  YPS  since 
its  inception. 

We  look  forward  to  another  exciting 
year. 

Kelly  S.  Eschbach,  M.D.,  Chair 

The  report  was  filed  with  com- 
mendation for  improved  activity 
for  the  members  of  our  newest 
section. 


RESOLUTION  99-2 
(Late  Resolution) 

Introduced  by: 

Rhoslyn  J.  Bishoff,  M.D. 

Subject:  Monopoly  and  Loss  of  Physi- 
cians Privileges 

Whereas,  physicians  all  across  our 
country  are  being  hounded  by  health 
insurance  regulators  to  accept  all  prod- 
ucts of  health  care  management  with 
the  promise  of  increased  income  as  the 
CARROT;  and 

Whereas,  physicians  are  schooled  that 
this  gives  room  for,  “trojan  horse”  to 
have  a monopoly  including  control  of  the 
'gag-rule'  and  telling  the  sympathetic 
employer  who  buys  their  product  that 
this  is  a take  it  or  leave  it!;  therefore  be 
it 

Resolved,  that  the  American  Medical 
Association  demand  that  “all  product 


contracts”  be  ruled  invalid  until  the  en- 
tire matter  is  reviewed  by  the  anti-trust 
bureau  of  the  federal  trade  commission 
and  even  to  be  brought  before  the 
United  States  Supreme  Court  if  neces- 
sary. 

Because  Resolution  99-2  was  a late 
resolution,  it  would  have  been  neces- 
sary for  the  Reference  Committee  to 
recommend  that  it  be  presented  to  the 
House  of  Delegates  as  an  emergency 
resolution.  The  Reference  Committee 
felt  the  resolution  should  be  presented 
to  the  floor  of  the  House  of  Delegates 
for  consideration.  The  House  autho- 
rized consideration  of  the  resolution. 

The  House  of  Delegates  adopted  the 
resolution  with  a substitute  Resolved: 

Resolved,  that  the  American  Medical 
association  review  the  concept  of  “all 
product  contracts”  and  take  such  ac- 
tion, legally  or  legislatively,  as  deemed 
appropriate  by  our  AMA. 


Stuart  Septimus,  M.D. 

PEDIATRIC  CARDIOLOGIST 

(Formerly  of  Pediatric  Cardiology  Associates  and  the  A.  I.  duPont  Hospital  for  Children) 

Announces  an  independent  medical  practice 
serving  pediatric  cardiac  patients  and  adult  patients 
with  congenital  heart  disease. 


New  office  locations  in  Wilmington  and  Dover 
with  full  non-invasive  cardiac  diagnostic  and  testing  services  at  each  site. 


WILMINGTON 

3105  Limestone  Road 
Suite  210 

Wilmington,  DE  19808 

(302)  992-9940 


DOVER 

Medical  Office  Building 
540  South  Governor’s  Avenue 
Suite  101-B 
Dover,  DE  19904 

(302)  672-7012 


©2000  Stuart  Septimus,  M.D.,  LLC 
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Papastavros’  Associates  Medical  Imaging, LLC 
Committed. . . To  you  and  your  patientsl 


R 

JLJy  maintaining  a leadership  role  in  the  deliv- 
ery of  high-quality  healthcare,  Papastavros’ 
Associates  Medical  Imaging, LLC 

■t 

provides  a full  spectrum  of  quality,  state-of- 
the-art  diagnostic  imaging  services  in  a caring 
and  comfortable  environment. 


Imaging  services  provided  include: 


• X-Ray 

• M R I scanning 
/Open  Scanning 

• Ultrasound, 
including  Cardiac 

• Spiral  C.T.  Scan 

• Mammography/ 
Core  Biopsy 


• Dual  Energy  Bone 
Densitometery 

Nuclear  Medicine 

• Spect  Thallium/ 
Cardiolite 

• Scintmammography 


Our  Women’s  Centers  are  designed  to  address 

the  health  care  needs  of  all  women: 

• Mammography  services  provided  by  a staff  of 
highly  trained  technicians  and  dedicated 
professionals. 

• OB  and  breast  sonography,  echocardiography, 
cardiac  stress  and  doppler  scans. 

• Stereotactic  breast  biopsy,  the  latest 
technological  advance  in  breast  cancer  detection. 

• Dual  Energy  Bone  Densitometry  to  detect  and 
monitor  osteoporosis  comfortably,  quickly, 
safely  and  precisely 


Papastavros’ 

Associates 

MEDICAL 


WeVe  there  where  you  need  us! 


VK  are  pleased  to  welcome  new 
facilities  in  Milford,  Lewes  and 
Glasgow.  Full  service  imaging  includ- 
ing a technically  advanced  “Open” 

MRI  for  claustrophobic,  pediatric,  and 
handicapped  patients  is  now  available 
at  our  office  in  the  Glasgow 
Medical  Center. 

• Wilmington 
1701  Augustine  Cut-Off 
Suite,  100,  Bldg.  fV 
Wilmington,  DE  19803 
(302]  652-3016 

• Glasgow 

2600  Summit  Bridge  Road, 

Suite  122 

Glasgow,  DE  19702 
(302]  832-5590 

• Newark 

40  Polly  Drummond  Hill  Road, 
Suite  100,  Bldg.4, 

Newark,  DE  19711 
(302]  737-5990 

• Healthcare  Center  at  Christiana, 
200  Hygeia  Drive, 

Newark,  DE  19702 
(302]  421-2121 


Other  Convenient  Locations: 

1508  Pennsylvania  Avenue  (302)  655-4042 
2700  Silverside  Road  (302)  478-1100 
1805  Foulk  Road  Suite  1 (302)  475-8036 
420  Christiana  Medical  Center  (302)  368-3959 
1320  Philadelphia  Pike  (302)  792-2529 


1941  Limestone  Road  (302)  633-9873 

702  Delaware  Street,  New  Castle  (302)  328-1502 

Omega  Professional  Center  (302)  738-5500 

5317  Limestone  Road  (302)  239-9415 

550  Stanton-Christiana  Road  (302)  633-9910 


314  E.  Main  St.,  Newark,  (302)  455-0775 
1 1 1 Railroad  Ave.  Elkton,  MD  (410)  392-6155 
556  S.  DuPont  Hwy,  Milford,  (302)  424-4163 
1539  Savannah  Rd.,  Lewes  (302)  655-2590 


« 
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OFFICIAL  PUBLICATION  OF  THE  MEDICAL  SOCIETY  OF  DELAWARE 


Practicing  Safer 
Medicine 


Guide  Wire 
Entanglement 


Treatment  for 
imunologic  Recurrent 
Pregnancy  Loss 


Proceedings: 
1999  MSD  House 
of  Delegates 


DELAWARE 


S O \ ^\  f 


m /?  a 


HS/HSL 

UfiiVERaTY  Of  MARYUNO  AT 
/r  BALTIMORE 


not  in  CIRC- 


RECO 


Health  Sciences  & Human  Services  Libraa/ 
Acquisitions/Serials  Dept.  ^ ° ^ 

601  West  Lombard  Street 
Baltimore.  MD  21201 


Meeting  Your  Medical  Imaging  Needs 


Limestone  Medical  Center 

1941  Limestone  Road,  Suite  214 
Wilmington,  DE  19808 

Telephone:  (302)  892-6200 

Fax:  (302)  892-6206 

Internet:  www.limestonemed.com 


David  S.  Grubbs,  M.D.,  FACC,  FACP 
Medical  Director 

Frank  DiGregorio,  CNMT,  RDMS 
Director  of  Diagnostic  Imaging 


Community  Imaging  Center  Offers 


■ 

Z 


Therapy 

1- 131  Thyroid  Ablation 

Cardiology 

Cardiovascular  Stress  Test 

2- D  Echocardiogram 
ECG 

Holter  Monitor 
Loop  Monitor 
Signal  Averaged  ECG 

Ultrasound 

Abdominal 

Breast 

Extremity 

Obstetrical 


Pelvic 

Retroperitoneal 

Testicular 

Thyroid 

Transvaginal 

Vascular  Ultrasound 

Arterial  Duplex  Scan 
Carotid  Duplex 
Venous  Duplex  Scan 

Nuclear  Medicine 

Abcess  Localization 
Brain  Scan 
Bone  Scan 

Breast  Imaging  (Miriluma) 
First  Pass 

Gastric  Emptying  Scan 


Gastrointestinal  (GI)  Bleed  Scan 
Gated  Blood  Pool  (MUGA)  Scan 
Hepatobilary  (HID A)  Scan 
Liver  and  Spleen  Scan 
Lung  Scan 
Meckel’s  Scan 

SPECT  Myocardial  Perfusion  Scan 
(Cardiolite  or  Thallium) 
Parathyroid  Scan 
Renal  Scan 
Testicular  Scan 

Thyroid  Carcinoma  Metastases 
Imaging 
Thyroid  Scan 
Tumor  Localization 

Offering  imaging  with: 

Car^olite  MPSssMmm 


Prompt,  courteous  service  • Test  results  available  in  24  hours  or  less  • All  positive  tests  called  and  faxed 


Limestone 
Medical  Center 


1941  Limestone  Road 
Wilmington,  DE  19808 
(302)  992-0500 

• Medical  Aid  Unit 

• Laboratory 

• X-Ray 

• Ambulatory  Surgery 

Community  Imaging  Center 
(302)  892-6200 

• Nuclear  Medicine 

• Ultrasound 

• Cardiology 

• Therapy 


Mill  Creek 
Medical  Center 


4512  Kirkwood  Highway 
Wilmington,  DE  19808 
(302)  683-0123 

• Laboratory 

• X-Ray 


LabCorp — Charting  New  Frontiers 
in  Research  and  Technology 


Delaware  Laboratory 
212  Cherry  Lane 
New  Castle,  DE  19720 
302-655-5227 


I LabCorp 

Laboratory  Corporation  of  America  " 


Susan  M.  Donnelly,  M.D. 
JoanT.  Mobley,  M.D. 


As  one  of  the  largest  independent  clinical  laboratories 
in  the  United  States,  LabCorp,  based  in  Burlington, 
North  Carolina,  is  a silent,  but  full,  partner  in  the 
physician/patient  relationship,  and  the  laboratory  of 
choice  for  occupational  testing.  By  getting  physicians. 


hospitals,  and  employers 
the  accurate,  reliable  data 
they  need  in  a timely 
fashion  and  by  pioneering 
new,  cutting-edge  testing 
procedures,  LabCorp  plays 
a critical  role  in  the 
processes  of  patient 
diagnosis,  treatment,  and 
monitoring,  and 
employment  testing. 


LabCorp  is  the  only  commercial  lab  to 
offer  the  VircoGEN  genotypic  assay  for 
enhanced  detection  of  HIV  mutations, 
enabling  speedy  diagnoses  as  well  as  the 
ability  to  predict  the  drug  resistances  of 
an  individual’s  particular  HIV  strain. 


Medical  Society  of  Delaware 
Officers  and  Trustees 
1999-2000 


OFFICERS 

MICHAEL  A.  ALEXANDER,  M.D.  - PRESIDENT 

EDWARD  F QUINN  III,  M.D.  - PRESIDENT-ELECT 

LEO  W.  RAISIS,  M.D.  - VICE  PRESIDENT 
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Sussex  County 
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VINCENT  J.  PERROTTA,  M.D. 

V.  RAMAN  SUKUMAR,  M.D. 

Editor,  Delaware  Medical  Journal 
G.  STEPHEN  DECHERNEY,  M.D.,  M.P.H. 

Associate  Editors,  Delaware  Medical  Journal 
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Editor  Emeritus,  Delaware  Medical  Journal 
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Young  Physicians  Section  Representative 
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EXECUTIVE  STAFF 

MARK  A.  MEISTER,  SR.  - EXECUTIVE  DIRECTOR 


INSTRUCTIONS  TO  AUTHORS 

The  Delaware  Medical  Journal  (DMJ)  is  owned  and  published 
by  the  Medical  Society  of  Delaware  as  a medium  of 
communication,  education  and  expression  for  its  members, 
and  also  for  others  striving  for  excellence  in  medical  practice. 
Articles  in  the  DMJ  are  intended  to  be  scientific  and 
educational  and  are  not  intended  to  reflect  standards  of 
medical  care.  All  material  published  is  under  copyright.  On 
receipt  of  material  submitted  for  publication,  a suitable 
release  form  will  be  sent  for  signature  by  all  authors. 

Scientific  articles  on  medical  matters  are  especially 
welcomed,  including  case  reports,  clinical  experiences, 
observations  and  information  on  matters  relevant  to 
medical  practice.  Other  material  may  also  be  accepted  if  the 
editorial  staff  deems  it  of  interest  to  DMJ  readers.  All 
submissions  should  include  a brief  summary  and  a brief  (one 
to  two  sentence)  biographical  sketch  of  all  authors. 

It  is  highly  recommended  that  authors  familiarize 
themselves  with  DMJ  style  before  submitting  manuscripts 
for  consideration. 

All  material  for  publication  should  be  submitted  on  a 3 1/2" 
computer  diskette  in  Word  6.0.  A printout  of  the  manuscript 
must  accompany  the  disk.  Manuscripts  may  also  be 
submitted  in  paper  form  (typed  or  printed  out  on  good- 
quality  paper  - one  side  only,  one-inch  margins),  though 
computer  disk  is  preferable.  The  ideal  manuscript  length  is 
two  to  12  pages  with  up  to  12  references,  each  keyed  with 
superscripts  in  the  text  in  the  order  cited.  The  format  should 
follow  that  used  in  the  Index  Medicus.  Authors  are 
responsible  for  the  accuracy  of  the  citations. 

Graphs,  charts  and  black-and-white  glossy  photographs  are 
accepted  if  important  to  the  understanding  of  the  text,  but 
should  not  exceed  four  or  five  pieces.  Each  should  have  a label 
affixed  on  its  back  indicating  its  name,  number,  and  “top.”  A 
separate  legend  should  be  provided  for  each.  Do  not  write  on 
the  back,  or  scratch  or  mar  them  using  paper  clips.  Do  not 
mount  them  on  cardboard. 

Photos  of  patients  should  generally  be  taken  in  a way  that 
obscures  the  patient’s  identity.  Photos  in  which  a patient’s 
face  must  be  clearly  seen,  however,  must  be  accompanied  by 
signed  release  forms. 

All  manuscripts  are  reviewed  by  the  editor  and  all  scientific 
articles  are  then  sent  for  peer  review  by  members  of  the 
Editorial  Board  and/or  other  appropriate  physicians.  The 
usual  processing  time  to  publication  is  two  to  four  months, 
though  in  some  circumstances  this  may  be  longer  or  shorter. 
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302.658.8000 
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ww  w.zutz-pli  .com 


We  know  all  about  protecting 
the  things  you  value.  And  one 
of  your  most  valuable  assets  is 
your  ability  to  practice.  Medical 
liability  insurance  protects  your 
profession  and  your  livelihood. 

Since  1982,  your  MSDIS 
insurance  brokerage  has  provided 
you  with  competent  service  and 
quality  medical  malpractice  insur- 
ance. In  1994,  we  added  a very 
successful  health  insurance  product 
portfolio,  HEALTHSELECT. 

You  can  purchase  ALL  of  your 
insurance  from  one  source  to 
protect  all  the  things  you  value, 
both  your  business  as  well  as 
your  personal  assets.  Zutz,  the 
last  word  in  insurance. 


Iml 


HEALTHSELECT 

Sponsored  insurance  administrators  for  for 
the  Medical  Society  of  Delaware  since  1995. 
Physicians  who  value  quality  value  Zutz. 


INSURANCE 


your  patients  enjoy 
0 3-D  videos  & cable  television 

You  enjoy  high-field  MRI  accuracy 

without  compromise. 


Diagnostic  Imaging  Associates  is  pleased  to 
introduce  the  highest  strength  magnet  available 
for  the  millennium:  GE  l.S  Tesla  Signa  MRI. 

The  new  wide-open,  shorter  bore  magnet 
invites  patients  to  relax  during  their  studies,  as 
they  watch  TV  using  our  state  of  the  art  3D 
video  visors.  Naturally,  patients’  fears  of 
claustrophobia  are  greatly  reduced. 

As  always,  we  uphold  our  commitment  to 
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Practicing  Safer  Medicine 

Michael  A.  Alexander,  M.D. 


“The  only  way  to  drive  cattle  fast  is  slowly” 
(Texas  Bix  Bender).  Recently,  there  has  been  a 
lot  of  press  about  the  number  of  people  who 
check  into  a hospital  and  die  from  medical 
accidents.  There  has  been  even  more  excite- 
ment about  putting  an  end  to  these  deaths 
quickly.  President  Clinton  has  asked  for  an 
immediate  report  from  the  key  federal  agencies 
involved  in  health  care.  Lay  persons  are  argu- 
ing that  we  need  medical  simulators,  like  the 
simulators  airline  pilots  use,  to  practice  our 
medical  procedures.  The  public  is  calling  for 
including  more  about  accident  prevention  in  our 
curriculum,  certification,  testing  and  lectures. 
Congress  and  the  White  House  are  calling 
“Quick  put  it  on  the  fast  track!!” 

I was  aware  that  the  Institute  of  Medicine  (lOM) 
report.  To  Err  Is  Human,  had  been  released.  I 
had  also  read  an  article  in  the  AMA  News  in 
which  Dr.  Nancy  Dickey  (Immediate  Past  Presi- 
dent of  the  AMA)  gave  her  response  to  the  lOM 
report.  I was  aware  that  there  was  activity  at 
the  AMA  level  on  this.  As  far  as  the  report  went. 


Michael  A.  Alexander,  M.D.,  practices  pediatric  physical 
medicine  and  rehabilitation  at  A. I . du  Pont  Hospital  for  Chil- 
dren in  Wilmington,  Delaware.  He  is  the  president  of  the 
Medical  Society  of  Delaware. 


some  of  the  measures  struck  me  as  long  delayed 
and  most  welcome.  Other  measures  would  be 
difficult  if  not  impossible  to  carry  out,  but  the 
number  of  deaths  is  significant.  Medical  errors 
in  hospitals  account  for  44,000  to  98,000  deaths 
per  year.  As  a reference  point,  consider  that 

43.458  died  in  auto  accidents  last  year  and  that 

42.458  died  of  breast  cancer. 

The  next  day,  I was  channel  surfing  and  came 
across  a hearing  on  the  lOM  report  which  was 
chaired  by  Senator  Arlen  Specter  from  Pennsyl- 
vania. As  the  televised  hearing  continued,  I was 
amazed  they  were  allowing  families  with  real 
horror  stories  to  testify  before  the  committee. 
The  patients  and  their  loved  ones  painted  ugly, 
terrifying  stories  of  health  care  gone  amuck.  I 
was  struck  by  the  passion  with  which  a husband 
related  his  spouse’s  very  tragic  encounter  with 
the  health  care  system.  The  wife  was  rendered 
hemiplegic  and  ap basic  by  alleged  malpractice. 
He  generalized,  made  claims  which  could  not  be 
substantiated,  confused  poor  outcome  with  poor 
care  while  the  senator  and  media  ate  it  up.  The 
content  of  his  arguments  did  not  count  in  this 
forum,  it  was  emotional  impact.  The  simple  act 
of  standing  and  walking  by  this  lady  was  elo- 
quent reinforcement  of  her  husband’s  testimony. 
Dr.  Dickey  followed,  trying  to  present  clarifica- 
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tion  without  sounding  defensive;  she  did  a grand 
job  but  was  doomed  from  the  start.  She  took 
exception  to  public  reporting  of  “near  misses” 
mistakes  that  result  in  no  harm  to  the  patient. 
She  warned  that  the  plaintiff  s bar,  with  access 
to  such  reports,  would  declare  open  season  on 
hospitals,  nurses  and  physicians.  The  senator 
made  it  clear  that  Congress  would  act  with  or 
without  physicians.  Clearly  the  cattle  are  rest- 
less. 

I thought  back  to  my  residency  and  my  personal 
“near  miss.” 

Awakened  from  ten  minutes  of  sleep  after  being 
up  for  24  hours  to  give  a medicine  IV  (at  that 
time  only  house  staff  gave  IV  medicine  to  pa- 
tients), I was  handed  a syringe  of  medicine. 
This  was  a drug  which  I had  not  ordered  and, 
more  importantly,  not  calculated  the  dosage.  I 
pushed  the  plunger  and  that  was  that.  My  brain 
finally  turned  on  and  with  horror  realized  that 
the  dose  was  too  much.  Now  wide-awake,  I 
realized  the  patient  would  need  constant  stimu- 
lation to  minimize  the  chance  of  respiratory 
depression.  The  next  six  hours  were  the  closest 
I would  like  to  come  to  “Hell.”  The  system  made 
several  changes;  namely  the  doctor  would  have 
to  redo  the  calculation  before  he/she  gave  the 
medicine.  Two  years  later  they  finally  allowed 
the  nurse  to  administer  intravenous  medica- 
tions and  stopped  using  sleep  deprived  zombies. 
These  changes  may  have  had  more  to  do  with 
changes  in  scope  of  nursing  practice.  In  terms 
of  accident  prevention,  this  would  have  been  an 
excellent  opportunity  to  prevent  similar  events 
in  the  future  without  waiting  for  two  more 
years. 

The  lOM  report  makes  a number  of  suggestions 
which  strike  me  as  quite  sensible.  For  the  past 
three  years  the  AMA,  through  the  National 
Patient  Safety  Foundation,  has  championed  four 
of  these.  They  include: 

1.  A national  patient  safety  center  to  set  goals, 
track  progress  and  invest  in  research. 

2.  Mandatory  and  voluntary  reporting  sys- 
tems, with  appropriate  protection  of  privi- 
leged information. 

3.  Integrating  consumers,  professionals  and 
accreditation  into  a single  effort. 

4.  Building  a culture  of  safety 


The  report  mentioned  an  exciting  study  which 
should  encourage  organized  medicine  that  some- 
thing can  be  done.  Anesthesiologists  in  the  80s 
reported  an  anesthesia  death  rate  of  two  per 
10,000;  the  group  now  reports  a rate  of  one  per 
200,000  to  300,000  cases.  This  drop  occurred 
after  a well  thought-out  approach  and  research, 
and  did  not  happen  over  night.  Attention  to 
detail  prevailed.  It  will  take  an  orchestrated 
approach  involving  a host  of  players  to  change 
the  number  of  accidental  deaths. 

Congress  will  need  to  pass  legislation  that  ex- 
tends peer  protection  to  this  new  class  of  data.  A 
national  collection  of  “near  miss  data”  as  well  as 
JCAHO  sentinel  event  reports  will  need  to  be 
done  with  care,  lest  we  trigger  a feeding  frenzy 
among  the  plaintiffs  bars  across  the  country. 
Our  societies  will  need  to  advance  new  strate- 
gies that  decrease  the  patient  exposure  to  acci- 
dent risk.  As  the  body  of  science  accumulates, 
it  will  need  to  be  incorporated  in  certification 
and  recertification  of  clinicians.  The  FDA  and 
drug  companies  will  need  to  work  on  “sound 
alike”  drug  names.  In  short,  there  is  a lot  to  do 
and  right  now  we  have  the  opportunity  to  de- 
crease unnecessary  deaths. 

Your  medical  society  hopes  to  provide  guidance 
to  the  state  and  federal  executive  and  legislative 
branches,  to  make  sure  that  actions  taken  are 
well  considered  and  based  on  science,  not  emo- 
tion. In  other  words,  we  need  to  drive  the  agenda 
steadily  and  not  quickly  for  the  sake  of  speed, 
but  slowly  enough  to  do  it  right  the  first  time. 
The  next  year  is  an  opportunity  to  practice  even 
safer  medicine,  making  American  medicine  not 
only  the  best  but  also  the  safest  in  the  world. 

For  those  of  you  who  would  hke  to  study  the  lOM 
report,  point  your  web  browser  to  the  Medical 
Society  of  Delaware's  web  site  and  click  on  the 
hyperlink  found  on  the  site's  home  page.  Once 
at  the  Institute  of  Medicine's  web  site,  you  can 
download  the  entire  text. 

Michael  A.  Alexander,  M.D. 

President 
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SCIENTIFIC  ARTICLE 


Entanglement  of  Guide  Wires  by  Vena  Cava  Filters  During  Central 
Venous  Catheter  Insertion:  Report  of  Three  Cases  and  a 

Review  of  the  Literature 

Raul  N.  Uppot,  M.DJ  — Mark  Garcia,  M.D.^  — Vinay  Gheyi,  M.D.^  — Jonathan  Crystal,  M.D/ 
John  S.  Wills,  M.D.^  — George  Tsai,  M.D.®  — Duane  Godshall,  M.DT 


ABSTRACT 

Since  1 993, 14  cases  of  central  line  guide  wires  becoming  entangled  with  vena  cava  filters 
have  been  reported.  We  present  three  additional  cases  and  review  the  14  cases  in  the 
literature.  Obtaining  a detailed  patient  history  is  important  in  identifying  patients  with  a vena 
cava  filter.  A low  threshold  of  suspicion  is  needed  and  immediate  radiograph  obtained. 
Entangled  guide  wires  required  fluoroscopic  manipulation  and  or  retrieval  of  the  dislodged 
filter.  Of  all  reported  cases,  only  one  sustained  an  arrhythmia.  With  no  signs  and 
symptoms,  conservative  management  of  the  dislodged  filter  is  a viable  option. 


INTRODUCTION 

Central  venous  catheter  insertion  has  become  a 
routine  bedside  procedure  with  several  million 
being  inserted  each  year.  Complications,  in- 
cluding pneumothorax,  infection,  and  thrombo- 
sis, have  been  extensively  reported  and  are  well 
known  by  the  majority  of  physicians  inserting 
these  devices.  Beginning  in  1993,  nine  papers 
reporting  14  cases  of  guide  wire  entanglement 
with  vena  cava  filters  have  been  published  in  the 
literature.^"®  We  report  on  three  cases  of  central 


1.  Resident,  Department  of  Radiology,  Christiana  Care 
Health  System  (CCHS),  Newark,  Delaware. 

2.  Program  Director,  Department  of  Interventional  Radiology, 
CCHS. 

3.  Resident,  Department  of  Radiology,  CCHS. 

4.  Fellow,  Department  of  Interventional  Radiology,  CCHS. 

5.  Chairman,  Department  of  Radiology,  CCHS. 

6.  Resident,  Department  of  Surgery,  CCHS. 

7.  Resident,  Department  of  Emergency  Medicine,  CCHS. 


line  guide  wire  entanglement  with  the  vena 
cava  filter  and  review  the  14  cases  in  the  litera- 
ture. 


CASE  REPORTS 
Case  1 

A 26-year-old  male  presented  to  the  trauma 
service  after  being  struck  by  a truck.  The 
patient  presented  alert  and  oriented,  but  hy- 
potensive and  with  an  unstable  open  pelvic 
fracture  and  extensive  soft  tissue  trauma  to  the 
thighs  and  pelvis. 

Four  days  following  admission,  due  to  the 
patient's  extensive  pelvic  fractures,  a 12F  stain- 
less steel  Greenfield  vena  cava  filter  (Medi- 
Tech,  Boston,  MA)  was  placed  via  the  right 
internal  jugular  vein.  The  filter  was  placed  into 
the  infrarenal  inferior  vena  cava  at  the  inferior 
portion  of  L2. 
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Figure  1.  J Tip  of  central  venous  line  guide  wire  entangled 
with  a stainless  steel  inferior  vena  cava  filter  in  a 26-year-old 
trauma  victim  (black  arrow). 


Nine  days  after  filter  placement,  the  pa- 
tient underwent  attempted  placement  of  a 
left  subclavian  triple  lumen  catheter  by  a 
resident  physician  unaware  of  the  filter. 
During  placement  it  was  noted  that  the 
guide  wire  met  resistance  while  withdraw- 
ing. Radiograph  showed  the  guide  wire 
entangled  within  the  filter  (Fig  1). 

Under  fluoroscopy,  an  initial  attempt  was 
made  to  merely  retract  the  guide  wire  but 
a tugging  sensation  was  felt.  The  J tip  of 
the  guide  wire  was  hooked  on  the  upper  end 
of  the  filter.  The  guide  wire  was  then  ad- 
vanced inward  and  torqued,  resulting  in 
dislodgmentofthe  J tip  from  the  filter.  The 
wire  was  then  retracted  and  the  filter  re- 
mained in  place. 


Case  2 

A 76-year-old  male  presented  to  the  ER 
with  nausea,  vomiting,  abdominal  pain 
and  fever.  An  ultrasound  confirmed  a gall- 
stone in  the  neck  of  the  gallbladder.  The 
patient  was  admitted  for  acute  cholecysti- 
tis and  placed  on  antibiotics. 


Three  days  later,  the  patient’s  condition  wors- 
ened, and  he  was  transferred  to  the  intensive 
care  unit.  There  he  underwent  attempted  place- 
ment of  a left  subclavian  triple  lumen  catheter 
by  a resident  physician.  During  the  procedure  it 
was  noted  there  was  difficulty  withdrawing  the 
wire  through  the  central  line.  Radiographs  dem- 
onstrated the  guide  wire  entrapped  in  a previ- 
ously unknown  12F  stainless  steel  Greenfield 
vena  cava  filter  (Medi-tech,  Boston,  MA)  placed 
one  year  prior  to  this  admission,  for  documented 
deep  venous  thrombosis  (DVT). 

Using  a C-arm  brought  to  the  patient’s  bedside, 
under  direct  vision  the  guide  wire  was  torqued 
and  the  J tip  was  freed  from  the  filter.  The 
central  line  catheter  was  advanced  over  the 
guide  wire  and  positioned  in  the  superior  vena 
cava,  as  the  guide  wire  was  removed.  The  filter 
remained  in  place  with  no  evidence  of  dislodg- 
ment. 


Case  3 

A 60-year-old  male  presented  from  a local  nurs- 
ing home  with  mental  status  changes,  nausea, 
vomiting  and  dehydration,  and  worsening  renal 
failure.  The  patient  was  admitted  to  a medicine 
service  and  hydrated. 

Due  to  poor  intravenous  access,  the  surgery 
service  was  consulted  for  intravenous  access. 
The  patient  underwent  placement  of  a right 
subclavian  triple  lumen  catheter.  During  inser- 
tion of  the  guide  wire,  only  approximately  one 
third  of  the  wire  could  be  inserted  into  the  vessel 
before  resistance  was  felt.  The  catheter,  ad- 
vanced over  the  guide  wire,  also  met  resistance. 
The  guide  wire  was  removed  without  difficulty. 
Post  procedure  radiograph  revealed  the  catheter 
abutting  a previously  unknown  24F  stainless 
steel  superior  vena  cava  filter. 
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Table  1.  Cases  of  Filter  and  Guide  Wire  Entanglement 


Source 

Filter  Type 

Days  * 

Complications 

Treatment 

Outcome 

Loesberg  et  al, 
1993 

Vena  Tech 

5 

Dislodgment- Right 
Brachiocephalic 

Filter  left  in  Brachiocephalic- 
New  filter  placed 

Asymptomatic  strut  in 
arterty  lower  lobe  left  lung 

Loesberg  et  al, 
1993 

Vena  Tech 

14 

Entanglement/ 
Partial  Dislodgment 

Unsuccessful  attempt  to  un- 
tangle - Wire  and  entangled 
filter  left  in  place 

No  reported  complications 

Johnson  et  al, 
1993 

Vena  Tech 

? 

Entanglement 

Wire  untangled  under 
fluoroscopy  and  filter 
left  in  place 

No  reported  complications 

Amesbury  et  al, 
1994 

Vena  Tech 

? 

Entangled/Dislodged 
into  Right  Atrium 

Filter  snared,  wire  untangled 
and  filter  repositioned. 
Second  filter  placed. 

No  reported  complications 

Marelich  et  al, 
1994 

Vena  Tech  ‘’■‘= 

39 

Dislodgment - 
RightAtrium 

Wire  untangled  at  bedside 
with  traction.  Migrated  filter 
left  in  right  atrium 

Asymptomatic  strut  right 
hepatic  vein 

Marelich  et  al, 
1994 

Vena  Tech 

0 

Dislodgment  llliac 

Central  line  catheter  pulled 
back  away  from  filter 

No  reported  complications 

Urbaneja  et  al, 
1994 

Vena  Tech 

60 

Dislodgment  - Left 
Brachiocephalic 

No  intervention-  Filter  left  in 
Left  brachiocephalic 

No  reported  complications 

Rosenblum 
[letter],  1996 

Vena  Tech 

8 

Entangled/Dislodged 
into  RightAtrium 

Filter  snared,  wire  untangled 
and  filter  repositioned. 
Second  filter  placed. 

Strut  left  lung  with 
Arrhythmia 

Granke  et  al, 
1996 

Vena  Tech 

42 

Dislodgment - 
RightAtrium 

No  intervention  - Filter  left 
in  Right  Atrium 

Asymptomatic  twisted 
filter  struts 

Arpasi  et  al, 
1997 

Medi-Tech 

7 

Dislodgment  Right 
Internal  Jugular 

No  intervention  - Second 
filter  placed 

Asymptomatic  inferior 
vena  cava  intimal  flap 

Andrews  et  al, 
1998 

Vena  Tech 

? 

Dislodgment  SVC 

No  intervention  - Second 
filter  placed 

Asymptomatic  strut  left 
pulmonary  artery 

Andrews  et  al, 
1998 

Vena  Tech 

? 

Dislodgment  Right 
Brachiocephalic 

Unsuccessful  attempt  to 
untangle-  Wire  and  entangled 
filter  left  in  place 

Asymptomatic  strut  left 
pulmonary  artery 

Andrews  et  al, 
1998 

Medi-Tech  “ 

? 

Entanglement 

Wire  untangled  under 
fluoroscopy 

No  reported  complications 

Andrews  et  al, 
1998 

Medi-Tech 

? 

Wire  Fractured 

Wire  untangled  under 
fluoroscopy 

No  reported  complications 

Case  Report  #1 

Medi-Tech 

9 

Entanglement 

Wire  untangled  under 
fluoroscopy 

No  reported  complications 

Case  Report  #2 

Medi-Tech 

300 

Entanglement 

Wire  untangled  at  bedside 
using  C-Arm 

No  reported  complications 

Case  Report  #3 

Medi-Tech'' 

600 

Difficulty  advancing 
catheter 

No  intervention 

No  reported  complications 

® Number  of  days  between  placement  of  filter  and  central  line  guide  wire  attempt. 

Vena  Tech  Corp,  Evanston,  II 
= As  identified  by  Kaufman  et  al,  1996  (10) 

‘^Medi-Tech,  Boston,  MA 


The  patient  had  a history  of  both  a brachial  vein 
and  right  femoral  vein  DVT  for  which  both  a 
superior  and  inferior  vena  cava  filter  were 


placed  approximately  eight  years  earHer.  Fol- 
low-up film  the  next  morning  showed  no  change 
in  the  catheter  or  the  filter  position. 
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DISCUSSION 

The  Greenfield  filter  was  developed  in  1973  to 
provide  protection  from  recurrent  pulmonary 
embolism.  Recent  improvements  in  the  ease  of 
insertion  and  safety  of  the  Greenfield  filter  have 
expanded  the  indications  for  its  use.  Today, 
physicians  are  encountering  more  patients  with 
these  devices  in  place.  There  are  now  a total  of 
17  reported  cases  of  guide  wire  entanglement 
with  vena  cava  filters  (Table  1). 

A detailed  history  and  review  of  old  medical 
records  prior  to  insertion  of  a central  line  is 
important  in  identifying  patients  with  vena 
cava  filters. 

The  mechanism  of  entrapment  appears  to  be  the 
hooking  of  the  guide  wire  J tip  to  the  filter. 
Eleven  filters  placed  were  the  Vena  Tech  filters, 
and  six  were  the  stainless  steel  Greenfield  Medi- 
Tech  filters.  Eight  dislodged  filters  were  Vena 
Tech  filters  and  one  was  a stainless  steel 
Greenfield  Medi-Tech  filter.  All  of  the  guide 
wires  seen  in  this  review  were  J tipped.  In  an  in 
vitro  evaluation  of  the  guide  wires  and  filters, 
Kaufman^°  et  al  showed  that  J tip  guide  wires 
3mm  or  less  were  at  risk  for  entrapment  of  the 
Vena  Tech  filters. 

In  vivo  models,  filters  were  endothelialized  into 
the  intima  by  four  weeks.  ^ Our  review  showed 
that  even  at  60  days  filters  could  be  dislodged, 
and  the  propensity  to  dislodge  was  related  more 
to  the  force  of  guide  wire  manipulation  than  the 
number  of  days  the  filter  had  been  in  place. 

Radiographs  confirmed  the  diagnosis  of  entangle- 
ment in  all  patients.  In  cases  where  untangling, 
snaring  or  repositioning  was  required,  all  were 
done  under  fluoroscopy.  None  of  the  patients 
required  operative  intervention  for  the  entangle- 
ment. 

Fluoroscopic  manipulation,  in  many  cases,  in- 
volved torquing  the  guide  wire  under  direct 
vision  and  untangling  it  from  the  filter.  In  a case 
done  at  our  institution,  advancing  the  guide 
wire  inward  helped  dislodge  the  guide  wire  from 


the  filter.  In  cases  where  the  filter  was  dis- 
lodged, snaring  the  filter  was  a successful  op- 
tion. The  method  to  snare  and  retrieve  a filter 
has  been  described.® 

None  of  the  patients  who  had  entangled  guide 
wires  were  symptomatic.  Only  one  patient  who 
had  a dislodged  filter  showed  an  arrhythmia. 
This  was  resolved  by  snaring  the  filter  and 
repositioning  it  into  the  IVC.  In  a long-term 
follow  up,  Gelbfish^^  et  al  showed  no  significant 
morbidity  in  a conservative  approach  to  dis- 
lodged filters.  Even  filter  struts  that  broke  off 
caused  no  morbidity. 


CONCLUSION 

Based  on  our  experience  and  the  review  of  the 

literature,  we  make  the  following  recommenda- 
tions. 

1.  Detailed  history  prior  to  inserting  a central 
line  can  identify  those  patients  with  vena 
cava  filters,  their  location  and  the  type. 

2.  Fluoroscopy,  in  appropriate  cases,  may  be 
used  instead  of  blind  insertion. 

3.  Careful  selection  of  guide  wire  size  (>3mm, 
as  per  Kaufman^®  et  al)  and  type  (straight)  is 
indicated  in  the  presence  of  a filter. 

4.  Attention  to  the  length  of  the  guide  wire 
inserted  can  avoid  entanglement  of  the  wire 
with  the  filter.  Granke'^  et  al  recommended 
that  no  more  than  20  centimeters  of  guide 
wire  should  be  inserted  in  individuals  with 
inferior  vena  cava  filters  and  fluoroscopic 
guidance  should  be  used  in  individuals  with 
superior  vena  cava  filters. 

5.  Once  resistance  is  encountered,  the  proce- 
dure should  be  abandoned  and  appropriate 
radiographs  obtained.  If  entanglement  is 
confirmed,  fluoroscopic  manipulation  to  un- 
tangle the  wire  and  avoid  filter  dislodgment 
is  recommended. 

6.  Dislodged  filters  may  be  repositionedby  snar- 
ing the  struts  or  left  in  place  and  observed. 

7.  If  the  patient  has  no  signs  or  symptoms, 
conservative  management  may  be  sufficient. 
Reinsertion  of  a new  filter  or  starting  the 
patient  on  anticoagulation  may  then  be  indi- 
cated. 
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Dalteparin  Sodium  Injection  Treatment  in  Patients  With 
immunoiogic  Recurrent  Pregnancy  Loss 

Edward  A.  Trott,  M.DJ  — Andrea  M.  Trott,  M.B.A.^ 


ABSTRACT 

Dalteparin  sodium  injection  in  patients  with  an  immunologic  component  to  RPL  resulted 
in  an  increase  in  compliance  without  any  adverse  early  pregnancy  outcomes. 


Objectives:To  determine  if  once-a-day  dosing  of 
2500IU  Fragmin  (Dalteparin  sodium  injection) 
alleviates  patient  complaints  and  enhances  com- 
pliance of  treatment  protocols  in  p atients  with  a 
history  of  recurrent  pregnancy  loss  (RPL)  and 
positive  immunologic  markers  associated  with 
RPL  (Lupus  anticoagulant-LAC,  Anti-cardio- 
lipin  antibodies  - AC  A). 

Des/g/i; Retrospective  analysis. 

Setting:  Private  fertility  center. 

Pat/e/7te;Eightpatients  who  were  initially  treated 
withbaby  aspirin  81mg  and  subcutaneous  hep- 
arin 2500IU  BID  and  complained  of  bruising 
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and  discomfort  secondary  to  the  BID  regimen  of 
heparin  and  weekly  monitoring  of  coagulation 
parameters. 

Intervention:  Treatment  with  once-a-day  dosing 
of  2500IU  F ragmin  and  baby  aspirin  8 Img  with 
initial  monitoring  of  factor  Xa  ,CBC  and  plate- 
lets. 

Main  Outcome  Measures:  Increase  in  patient  com- 
pliance with  treatment  regimen. 

Results:  The  eight  patients  retrospectively  re- 
viewed in  this  study  did  not  experience  any 
adverse  reactions  secondary  to  the  medication. 
Six  patients  have  been  referred  to  the  consulting 
physician  at  10  to  11  weeks  gestation  with  a 
viable  intrauterine  gestation.  The  initial  pa- 
tient delivered  a viable  full  term  female  infant 
without  complications.  One  patient  did  not  con- 
tinue the  therapy  secondary  to  cost. 
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Conclusion:  Dalteparin  sodium  injection  admin- 
istered once-daily  in  patients  with  an  immuno- 
logic component  to  RPL  resulted  in  an  increase 
in  compliance  and  a decrease  in  the  number  of 
complaints  without  any  adverse  early  pregnancy 
outcomes  related  to  this  treatment  regimen. 

Key  Words:  Fragmin,  immunologic,  recurrent 
pregnancy  loss  (RPL) 


INTRODUCTION 

Immunologic  causes  of  recurrent  spontaneous 
abortions  have  been  the  focus  of  numerous  stud- 
ies of  the  past  decade.^  There  exists  much 
controversy  surrounding  the  exact  contribution 
of  immune  events  to  recurrent  pregnancy  loss 
(RPL).  Autoimmune  conditions  are  character- 
ized by  the  immune  system,  either  humoral  or 
cell-mediated,  mounting  a reaction  against  the 
body's  own  antigens.  The  anti-phospholipid 
syndrome  is  a recently  described  condition  with 
circulating  antibodies  directed  against  phos- 
pholipid antigens  and  a thrombotic  tendency. 
The  thrombotic  tendency  is  clinically  seen  in 
patients  with  venous  and  arterial  thrombi, 
thrombocytopenia,  recurrent  miscarriage,  and 
other  obstetric  complications.^  Lupus  antico- 
agulant, either  IgG  or  IgM,  antibodies  interfere 
with  the  phospholipid  dependent  steps  in  coagu- 
lation assays  resulting  in  a prolongation  of  the 
test  result.  A prolonged  clotting  assay  is  usu- 
ally associated  with  a propensity  to  bleed;  how- 
ever, when  it  is  due  to  the  lupus  anticoagulant, 
it  often  results  in  thrombosis.^  The  manage- 
ment of  this  condition  with  thromboprophylaxis 
is  controversial.  Low  molecular  weight  heparin 
(Fragmin)  has  a few  theoretical  advantages 
over  unfractionated  heparin  but  has  been  poorly 
studied  in  pregnancy."*  We  report  on  the  use  of 
Fragmin  in  eight  patients  with  positive  immu- 
nologic markers  (Lupus  anticoagulant-LAC, 
Anti-cardiolipin  antibodies  - ACA)  associated 
with  RPL  who  refused  BID  dosing  with 
unfractionated  heparin  and  weekly  coagulation 
parameter  monitoring. 


MATERIALS  AND  METHODS 

All  eight  patients  were  initially  treated  with 
baby  aspirin  81mg  and  subcutaneous  un- 
fractionated  heparin  2500IU  BID.  Prior  to  initi- 
ating unfractionated  heparin  therapy,  all  of  the 
patients  had  baseline  liver  functions,  activated 
partial  thromboplastin  time  (APTT)  and  CBC 
with  platelets.  The  patients  had  weekly  moni- 
toring using  the  activated  partial  thromboplas- 
tin time  (APTT).  The  patients  included  in  the 
study  complained  of  bruising  and  discomfort 
secondary  to  BID  heparin  treatment.  They  also 
refused  weekly  coagulation  parameter  monitor- 
ing and  did  not  want  to  continue  with  this 
treatment  protocol.  The  patients  in  the  study 
were  all  treated  with  once-a-day  dosing  of 2500IU 
Fragmin  and  baby  aspirin  81mg  with  initial 
monitoring  of  anti  - Xa,  CBC  and  platelets.  The 
therapeutic  aim  was  to  maintain  anti  - Xa  levels 
of  0.5  — 1.0  lU/ML.  Levels  were  measured  four 
to  six  hours  after  a dose  on  a monthly  schedule 
along  with  CBC  and  platelets  during  the  preg- 
nancy. 


RESULTS 

The  eight  patients  retrospectively  reviewed  in 
this  study  did  not  experience  any  adverse  reac- 
tions secondary  to  the  medication.  Six  patients 
have  been  referred  to  the  consulting  physician 
at  10  to  1 1 weeks  gestation  with  a viable  intrau- 
terine gestation.  The  initial  patient  delivered  a 
viable  full  term  female  infant  without  complica- 
tions. One  patient  did  not  continue  the  therapy 
secondary  to  cost. 


DISCUSSION 

To  our  knowledge  this  is  the  first  reported  use  of 
low-molecular-weight  heparin  (Fragmin)  admin- 
istered once  daily  in  patients  with  an  immuno- 
logic component  to  RPL.  The  use  of  Fragmin  has 
been  shown  to  be  efficacious  in  the  prevention  of 
recurrent  venous  thromboembolic  disease  in 
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high-risk  pregnancies.'^  Low-molecular-weight 
heparin  does  not  cross  the  placenta  and  has  no 
teratogenic  effects.  There  is  an  association  be- 
tween osteoporosis  in  pregnancy  and 
unfractionated  heparin  use,  but  this  risk  should 
be  theoretically  lower,  secondary  to  lower  doses 
of  Fragmin  used  compared  to  similar  therapeu- 
tic doses  of  unfractionated  heparin.^  This  re- 
view was  done  to  determine  if  patient  compli- 
ance increased  secondary  to  the  ease  of  use  and 
less  patient  monitoring  required  with  F ragmin. 
The  patients  did  not  experience  any  adverse 
reactions  secondary  to  the  medication  and  com- 
pHance  was  improved.  The  increased  cost  of  the 
Fragmin  was  compensated  by  the  ease  of  use 
and  decreased  need  for  laboratory  monitoring. 
Although  a prospective  randomized  trial  will  be 
necessary  to  determine  the  efficacy  of  low- 


molecular-weight  heparin  therapy  for  patients 
with  an  immunologic  component  to  RPL,  we 
conclude  that  this  protocol  provides  physicians 
and  patients  with  a viable  alternative  to 
unfractionated  heparin. 
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Is  one  of 

Your  Patients 

facing  an 

Unplanned  Pregnancy? 

Adoption  House,  Inc. 
can  help. 

Adoption  House,  Inc.  is  a fully-licensed  private  adoption  agency  stalfed  with  caring,  experienced 
adoption  professionals.  We  endorse  adoption  as  a positive  course  for  birth  mothers  and  adopting  couples. 

Our  services  are  legal  and  confidential.  Adoption  House  is  an  unbiased  non-profit  organization  with  no 

religious,  political  or  philosophical  affiliations. 

If  one  of  your  patients  could  benefit  from  our  services,  please  refer  us. 

(302)  477-0944 

Serving  Delaware,  Pennsylvania,  New  Jersey  and  Maryland 
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Are  pleased  to  announce  that 


RANDEEP  S.  KAHLON,  M.D. 

Fellowship  trained  in 

Hand  and  Upper  Extremity 

and 

BRUCE  E.  KATZ,  M.D. 

Board  certified  and  feliowship  trained  in 

Operative  Treatment 
of  the  Adult  Spine 


Have  joined  them  in  practice  at 


FIRST  STATE  ORTHOPAEDICS,  P.A. 

Medical  Arts  Pavilion,  Suite  238 
4745  Ogletown-Stanton  Road  - Newark,  DE  19713 


(302)  731-2888 


www.fsortho.com 


Office  Hours  by  Appointment 


EDITORIAL 


The  Fading  Art  of  the 
Physical  Examination 

Peter  V.  Rocca,  M.D. 


In  the  beginning,  that  is  before  the  trans- 
esophageal echocardiogram  and  the  gadolinium- 
enhanced  MRI,  there  was  the  physical  examina- 
tion. This  ancient  tool  of  the  physician  was  our 
ancestors’  main  diagnostic  weapon  in  the  battle 
against  disease.  If  the  doctor  could  not  look, 
listen,and  feel  his  patients,  he  had  nothing. 
Nowadays,  thanks  to  technology  we  have  a vast, 
highly  sensitive,  yet  rather  expensive,  array  of 
tests  available  which  allow  us  to  probe  and 
investigate  our  patients’  bodies  in  a way 
Hippocrates  and  Vesalius  could  never  have 
dreamed.  We  can  pick  up  minute  neoplasms 
long  before  they  have  ever  metastasized  and 
greatly  improve  both  the  length  and  quality  of 
human  life.  But,  what  is  the  cost  of  all  these 
technologic  advances? 

There  are  several  unfortunate  negative  ramifi- 
cations to  our  scientific  testing.  First,  is  the 

Peter  V.  Rocca,  M.D.,  practices  rheumatology  in  Wilmington, 
Delaware.  He  is  an  Associate  Editor  of  the  Delaware  Medi- 
cal Journal. 


obvious  one  - the  financial  cost.  These  tests  are 
expensive  and  sometimes  too  sensitive.  How 
many  MRIs  have  we  ordered  on  patients’  spines 
for  what  ultimately  was  a nonspecific,  muscular 
pain?  And  how  many  of  these  MRIs  revealed 
incidental  herniated  intervertebral  discs  which 
led  to  an  unnecessary  discectomy  and/or  verte- 
bral fusion?  And  how  many  of  these  discectomies 
resulted  in  an  infectious  discitis  necessitating 
prolonged  antibiotics  or  surgical  debridement? 
The  contemporary  legal  environment  has  fur- 
ther aggravated  the  costs  of  the  health  care 
system  because  physicians  often  time  feel  com- 
pelled to  order  an  imaging  study  in  order  to 
protect  themselves  against  potential  litigation, 
e.g.,  the  young  woman  who  comes  in  complain- 
ing of  headaches,  and  there  may  be  the  remote 
possibility  of  a neoplasm  resulting  in  an  in- 
creased intracranial  pressure. 

The  second,  less  obvious  negative  ramification 
arising  from  modern  medicine’s  technological 
advances  is  the  psychological  or  emotional  one. 
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Patients  are  forever  bemoaning  the  loss  of  the 
“old  time  general  practitioner”  — the  one,  who 
would  make  house  calls  and  pat  little  Tommy  on 
the  head  before  producing  a lollipop  from  his 
black  bag.  They  miss  that  element  of  compas- 
sion, which  seemed  more  prevalent  in  the  gen- 
eration of  physicians  prior  to  the  current  one. 
Today’s  available  testing  reduces  the 
need  to  touch  patients  thereby  diminishing  that 
physical  bond  between  doctor  andpatient  which 
many  feel  is  essential  to  the  art  of  healing. 

The  third,  andperhaps  most  insidious,  negative 
ramification  we  face  is  the  prospect  of  reducing 
medicine  to  a "knee-jerk"  or  "assembly-line" 
profession.  As  a result  of  the  rising  costs  of 
health  care  in  a setting  of  ever-decreasing  re- 
sources, there  is  a move  afoot  to  establish  a 
series  of  "clinical  pathways"  both  for  the  hospi- 
tal and  office  setting.  Proponents  of 
this  argue  that  if  appropriate  pathways  are 
instituted,  it  will  both  reduce  the  costs  of  health 
care  and  improve  patient  care.  The  concept  is 
simple  enough  — patients  entering  the  system 
(we’re  all  part  of  a system  now)  would 
on  the  basis  oftheir  physical  problem,  e.g.  chest 
pain,  be  shuttled  through  the  particular  algo- 
rithm pertaining  to  their  problem  until  either 
health  is  restored  or  death  occurs.  Technology 
is  in  a big  way  responsible  for  the 
genesis  of  this  clinical  pathway  approach.  Its 
rising  cost  has  given  birth  to  the  pathways 
concept,  and  its  presence  allows  the  analysis  of 
a patient's  physiology  and  anatomy  in  a very 
rapid  way.  So  what’s  the  problem  with  all  this? 
Well,  I am  not  certain  that  the  understanding  of 


health  and  disease  is  as  yet  so  complete  that 
clinical  pathways  can  take  into  consideration 
patient-to-patient  differences  in  either  disease 
presentation  or  response  to  treatment.  This 
should  be  easy  to  study,  however,  and  may 
already  have  been  for  certain  problems.  Barring 
this  concern,  I would  then  ask  the  following 
question — if  cHnical pathways  are  efficient  and 
capable  of  shuttling  patients  appropriately 
through  “the  system,”  what  do  you  need  physi- 
cians for?  All  you  would  need  would  be  someone 
to  repair  the  machines  when  they  broke 
down  and  someone  to  relay  the  results  to  the 
patients  and/or  their  families.  "Ah  ha!,"  you 
say,  "The  conveyor  of  the  test  results  is  the 
physician."  But,  how  long  will  it  be  before  third 
party  payers  decide  that  you  don’t  need 
someone  as  expensive  as  a physician  to  relay 
such  information? 

Please  do  not  misunderstand  my  intentions.  I 
am  not  analogous  to  those  nay-sayers  of  the  past 
who  thought  that  the  advent  of  the  FordModelT 
and  its  replacement  of  the  horse  was  the  begin- 
ning of  the  end  of  civilization.  I am  not  arguing 
that  all  our  technology  and  testing  should  be 
cast  aside  and  that  we  should  run  around  with 
loin  cloths  and  rattles  again.  Rather,  I am 
arguing  that  we  physicians  need  to  keep  our 
physical  diagnostic  skills  sharp,  especially  nowa- 
days. This  will  help  to  underscore  to  our  pa- 
tients that  we  are  indeed  compassionate.  It  will 
help  to  serve  as  a control  to  the  sometimes 
quirky  and  sometimes  overly  sensitive  testing 
and,  finally,  it  will  help  to  preserve  our  Hippo- 
cratic legacy. 


Urgent  Care  / Family  Practice  Centers  for  Sale 

Established  (13  years),  multi-site  (2)  urgent  care/family  practice  centers  located  in  a 
Mid-Atlantic  Ocean  resort  area,  gross  1 .5  M,  predominately  cash,  no  HMO  and 

minimal  insurance.  Principals  only. 

Please  call  Robert  Orzechowski 

800-411-8009 
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IT’S  YOUR 
TURN  TO 
BE  TAKEN 
CARE  OF 


As  a physician,  you’ve  spent  many  years  perfecting 
your  skills  and  practice  so  that  you  could  provide  your 
patients  with  the  best  possible  care.  But  who  takes  care 
of  you? 

'We  do.  HTH  Associates  has  specialized  in  assisting 
physicians  with  their  diverse  financial  needs  for  over 
25  years.  In  fact,  more  than  400  medical  practices  on 
the  east  coast  rely  on  our  financial  and  retirement 
planning  expertise. 


o ne  of  the  ways  we  assist  physicians  with  their  finan- 
cial planning  needs  has  been  the  creation  and  contin- 
ued sponsorship  of  the  The  Physician  as  a Business'" 
seminar.  Physicians  from  Philadelphia,  Delaware,  New 
Jersey,  Maryland  and  Virginia  have  attended  this  highly 
successful  seminar  to  learn  about  pertinent  financial  and 
retirement  planning  topics  which  are  relevant  to  them. 

If  you're  interested  in  learning  why  physicians  are 
saying,  “I  barely  have  time  to  keep  up  with  the 
changes  in  my  field  - let  alone  keep  myself  updated 
with  every  change  in  the  tax  laws.  That’s  why  I'm 
making  that  your  job!”,  then  please  contact  us  today 
for  an  appointment  or  to  place  your  name  on  the 
seminar  mailing  list. 


H.  Thomas  Hollinger 

220  Continenial  Driw'.  .Suite  3 IS 
.Newark,  DE  19^13 
Phone:  (302)  ~3 1-1 326 
Ea.\:  (302MSS-9089 


Branch  office  of  1~1"  Capital  Management  Compani, 
Member  \.3SD,  SIPC.  Registered  Investment  ,3d\isor 


HTH 

ASSOCIATES 


Stuart  Septimus,  M.D. 

PEDIATRIC  CARDIOLOGIST 

(Formerly  of  Pediatric  Cardiology  Associates  and  the  A.  I.  duPont  Hospital  for  Children) 

Announces  an  independent  medical  practice 
serving  pediatric  cardiac  patients  and  adult  patients 
with  congenital  heart  disease. 

M 

New  office  locations  in  Wilmington  and  Dover 
with  full  non-invasive  cardiac  diagnostic  and  testing  services  at  each  site. 


WILMINGTON 

3105  Limestone  Road 
Suite  210 

Wilmington,  DE  19808 

(302)  992-9940 


DOVER 

Medical  Office  Building 
540  South  Governor’s  Avenue 
Suite  101-B 
Dover,  DE  19904 

(302)  672-7012 


©2000  Stuart  Septimus,  M.D.,  LLC 
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Your  nomination  is  requested  for  the 
Christiana  Care  Health  System 
Medical-Dental  Staffs  new ... 

Cbmtriendation  for 
ExcelletKe  Award 

Nominees  are  being  sought  for  a new  peer-reviewed  award,  sponsored 
by  the  Christiana  Care  Medical-Dental  Staff,  to  honor  physicians  who 
have  made  exceptional  contributions  to  the  community  through  one  or  all 
of  their  clinical,  scholarly,  educational  and  humanitarian  activities.  Cur- 
rent and  former  members  of  the  M-D  Staff  are  eligible  to  be  nominated. 

Nominations  require: 

■ a letter  outlining  the  reasons  for  the  nomination 

■ qualifications  of  the  nominee 

■ cind  the  nominee's  CV,  if  possible. 

The  nominations  wHl  be  reviewed  and  the  awardee  selected  by  the 
awards  committee  of  the  Christiana  Care  Medical-Dental  Staff. 

The  first  recipient  of  the  Commendation  for  Excellence  Award  will  be 
announced  at  the  annual  Christiana  Care  Medical-Dental  Staff  Dinner  in 
October  2000. 

Please  help  us  recognize  the  outstanding  contributions  made  by  physi- 
cians to  our  community  by  replying  with  your  nomination  by  May  31, 
2000.  Call  (302)  428-2575  for  more  information  about  the  award  process,  or 
speak  with  a member  of  the  awards  committee  listed  below: 

Joseph  F.  Kestner,  Jr.,  M.D.,  Chairmnn 
Anthouif  L.  Ciiciizzclla,  M.D.  M.  Diana  Metzger,  M.D. 

Janet  P.  Kramer,  M.D.  Harold  Rosen,  M.D. 

Richard  Lennihan,  Jr.,  M.D.  Dennis  R.  Witmer,  M.D. 


CHraSTIANACVRE 


Your  Prescription  for  a HealUiy  Practice 


Managed  care  and  market-driven  reforms  are  forcing 
profound  changes  in  the  way  health  care  providers  operate. 
Questions  about  patient  care  are  now  issues  of  patient  cost. 

McBride  Shopa  can  help  you  concentrate  on  your 
profession,  giving  you  the  remedy  you  need  to  operate 
an  efficient  and  cost  effective  practice. 


As  members  of  the  CPA  Healthcare  Network, 
McBride  Shopa  can  provide  you  with  medical 
practice  consulting  and  educational  resources. 


Members  of  the  Delaware  Society  of  CPA's,  the  American  Institute  of  CPA's, 
Independent  Accountants  International,  and  the  Delaware  Medical  Group 
Management  Association. 

Certified  Public  Accountants  and  Management  Consultants 


270  Presidential  Drive  • Wilmington,  Delaware  19807  • (302)656-5500  • www.mcbrideshopa.com 


TIME  SHARE  SPACE  AVAILABLE 

Time-sharing  space  available  for  physicians. 
Very  attractive  medical  office  adjacent  to  the 
Christiana  Hospital. The  space  is  a unique  option 
for  physicians  requiring  a second  office. 

The  space  is  fully  furnished. 

Secretarial  and  medical  assistance  available. 


Please  contact  Omega  Medical  Center/Kinsale  Reality  at 

302-368-9625 


Don't  Spend  Money  on  New 
Practice  Management  Software 

We'll  Give  it  to  Yon  FREEI 

And  we'll  save  you  money  in  other  areas! 


Just  give  us  a few  minutes  of 
your  time  and  we'll  show  you  how 
you  can  take  advantage  of  our 
Satellite  Program.  We'll  give  you 
FREE  Windows-based  practice 
management  software.  You  and 
your  office  remain  in  complete 
control  of  your  patient  data  base. 
You  can  look  up  patient  files, 
schedule  patient  visits,  enter  trans- 
actions, post  payments,  check 
patient  balances,  print  patient 


ledger  (walkout  statements), 
review  patient  aging,  print  a 
daysheet  and  do  a recall  report. 
We'll  electronically  file  claims  for 
your  practice.  We  can  save  you  at 
least  50%  Off  your  manual  claim 
filing  cost.  We'll  provide  you  with 
all  the  other  necessary  reports  that 
will  allow  you  to  efficiently  man- 
age your  practice. 

Give  us  a few  minutes 
of  your  time  . . . 

We'll  perform  a FREE  Procedure 
Code  Analysis,  bring  your  codes 
up  to  date  (CPT  & HCPCS)  and 
show  you  where  you're  losing 
money. 


RAPID  RECOVERY  ELECTRDMIC  BILLIIME 


CERTIFIED  REIMBURSEMENT  PROFESSIONALS 


513  Willow  Street  • Laurel,  Delaware  19956 

Call  IMaw 


130B]  875-04B3 


PROCEEDINGS  - PART  II 


Proceedings  of  the 
1999  House  of  Delegates 
Reference  Committee  B 


The  reports  from  Reference  Committee  C will  be 
published  in  the  March  2000  issue  of  the  Dela- 
ware Medical  Journal. 

The  complete  report  of  the  Proceedings  of  the 
1999  House  of  Delegates  is  on  file  at  the  Medical 
Society  office  and  is  available  to  members. 


REPORT  OF  THE  PRESIDENT- 
ELECT 

In  the  past  year  I have  participated  in 
a number  of  activities  that  I believe  are 
very  important. 

In  serving  on  the  Med-Net  Board,  I 
have  gained  the  appreciation  that  we 
have  an  outstanding  service  that  we 
are  making  available  to  physicians. 
Under  the  leadership  of  Mr.  James 
Wilton,  there  has  been  incredible 
progress  and  proliferation  of  contacts 
and  opportunities  created. 

I had  an  opportunity  to  participate  in 
the  Credentialing  Connection  site  sur- 
vey performed  by  the  National  Com- 
mission for  Quality  Assurance 
(NCQA).  I was  most  impressed  with 
the  strength  and  depth  of  talent  we 
have  in  that  venture,  as  well. 

In  continuing  to  serve  on  legislative 
committees  and  legislation  review,  I 
see  this  coming  year  as  a very  impor- 


tant year  in  furthering  the  rights  of 
patients  under  the  current  health  care 
HMO  system.  There  will  be  legislation 
introduced  in  this  next  year  that  will 
seek  to  restore  certain  rights  within 
the  legal  system  to  patients  who  re- 
ceive their  services  funding  from 
HMOs.  There  is  also  legislation  being 
introduced  to  revisit  the  issue  of 
telemedicine.  There  are  two  bills  that 
will  provide  better  closure  on  reten- 
tion of  medical  records  and  how  to 
close  down  a practice  at  retirement  or 
untimely  death  of  the  physician. 

Finally,  through  my  involvement  in  AMA 
forums  and  visiting  other  state  medi- 
cal societies,  I am  convinced  that  the 
AMA,  for  all  its  quirks  and  imperfec- 
tions, still  remains  the  only  unified 
voice  we  have  as  physicians  before 
the  Congress  and  leaders  of  this  coun- 
try. 

I continue  to  see  regularly  that  our 
unified  membership  benefits  the  clout 
that  this  state  carries  in  the  national 


organization  and  affords  a chance  to 
bring  forward  the  ideas  and  concepts 
of  physicians  in  this  area  of  the  coun- 
try. 

Michael  A.  Alexander,  M.D. 
President-Elect 

The  report  was  filed. 


REPORT  OF  THE  SECRETARY 

All  business  transacted  at  meetings  of 
the  Society’s  Board  of  Trustees  and 
Executive  Committee  has  been  re- 
corded in  the  minutes  as  presented  by 
the  Secretary.  The  Medical  Society’s 
committees  and  subsidiary  organiza- 
tions have  also  held  numerous  meet- 
ings throughout  the  year,  and  minutes 
are  on  file  in  the  office  of  the  Society. 

A comparison  of  the  Society’s  mem- 
bership in  1999  and  1998  follows. 
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1999  Membership  * 


NC 

Kent 

Sussex 

Dues  Paying 

863 

132 

171 

Dues  Exempt 

219 

14 

30 

Affiliates 

109 

3 

4 

Totals 

1,191 

149 

205 

*As  of  10/22/99.  Figures  do  not 
include  11  pending  applications. 

1998  Membership  * 


Kent 

Sussex 

Dues  Paying 

818 

119 

171 

Dues  Exempt 

208 

22 

32 

Affiliates 

105 

3 

4 

Totals 

1,131 

144 

207 

*As  of  10/30/98.  Figures  do  not 
include  65  pending  applications. 

A complete  report  of  the  Proceedings 
of  the  1999  House  of  Delegates  will 
appear  in  the  January,  February,  and 
March  2000  issues  of  the  Delaware 
Medical  Journal.  The  report  will  also 
be  on  file  in  the  office  of  the  Medical 
Society  of  Delaware. 

Leo  W.  Raisis,  M.D. 

Secretary 

The  report  was  filed. 


EXECUTIVE  DIRECTOR’S 
REPORT 

The  theme  of  my  report  to  the  House 
of  Delegates  one  year  ago  was 
“change  yields  opportunity.”  Little  did 
we  realize  that  this  theme  would  reso- 
nate even  clearer  in  the  year  ahead. 

Change  is  a bit  of  an  understatement 
when  we  consider  the  early  retire- 
ment in  February  of  the  Society’s 
Associate  Executive  Director,  Beverly 
J.  Dieffenbach.  Beverly  and  her  hus- 
band, Rix,  have  decided  to  enjoy  life 
with  grandkids  and  their  new  vaca- 
tion home  in  Vermont.  Beverly  was 
integral  to  our  organization  for  twenty 
years  and  her  wit,  dedication  and 
keen  sense  of  MSD  history  has  indeed 
been  missed  as  we  adjusted  to  “life 
without  Bev"  this  past  year. 

But  organizations,  like  all  dynamic, 
“living”  entities,  move  forward,  seek- 
ing opportunity  to  advance  with  each 
awaiting  challenge.  As  such,  our 


staff  organization  has  gone  through 
significant  change  over  the  past  year. 
Rather  than  replace  Beverly  as  Asso- 
ciate Executive  Director  at  this  time, 
the  Personnel  Committee  opted  to  cre- 
ate a new  position.  Director  of  Gov- 
ernmental Affairs  and  Communication, 
and  we  were  most  fortunate  to  recruit 
an  experienced  and  knowledgeable 
communications  professional,  Carl  J. 
Kanefsky,  to  serve  in  this  important 
post.  Carl  joined  the  Society  in  Febru- 
ary having  spent  over  ten  years  work- 
ing for  local  media  outlets,  most  re- 
cently as  production  manager  for 
WHYY.  Carl  has  added  tremendous 
depth  to  MSD’s  legislative  and  media 
relations  programs  and  we  are  ex- 
cited about  the  Society’s  potential  for 
success  under  Carl’s  excellent  lead- 
ership. To  round  out  our  reorganiza- 
tion, two  existing  staff  members, 
Coreen  M.  Haggerty  and  Mary  M. 
LaJudice,  were  given  expanded  re- 
sponsibilities, taking  on  several  new 
committee  assignments  and  additional 
duties.  The  success  of  this  year’s 
Annual  Meeting  is  a direct  result  of 
their  creativity  and  excellent  work. 
Mary  and  Coreen  deserve  a great  deal 
of  credit,  congratulations  and  thanks 
for  their  dedication  to  the  Society  in 
assuming  considerable  responsibility 
this  past  year.  We  also  welcomed 
two  additional  members  of  the  Society 
managementteam  this  past  year.  Alma 
L.  Friedman  has  assumed  many  of 
Mary’s  former  support  duties  and 
comes  to  the  Society  with  an  impres- 
sive resume  in  top-level  administra- 
tive positions  with  Christiana  Care 
and  Wilmington  Trust.  Also,  Ginger  J. 
Gerhart  joined  MSD  this  year  to  man- 
age our  accounting  and  finance  func- 
tions. A CPA  by  training.  Ginger  has 
brought  considerable  depth  and  ex- 
pertise to  our  organization  at  a time 
when  continued  growth  and  success 
will  depend  greatly  upon  the  availabil- 
ity of  timely,  accurate  and  useful  fi- 
nancial information.  I am  pleased  to 
say  your  staff  organization  is  poised 
to  meet  the  increasing  demands  to  be 
placed  on  the  Society  as  we  enter  the 
21®'  Century. 

As  a corollary  to  the  staff  reorganiza- 
tion this  year,  the  Society  embarked 
upon  a major  corporate  restructuring 
project.  A proposal  made  to  the  Board 
of  Trustees  in  1998  to  form  a holding 
company  became  a reality  in  1999. 
The  Medical  Society’s  evolution  in  re- 


cent years  to  a “family  of  companies” 
has  required  greater  attention  to  is- 
sues of  inter-company  communica- 
tion, coordination  and  financial  over- 
sight. Accordingly,  the  Board  of  Trust- 
ees this  year  authorized  the  formation 
of  the  MSD  Holding  Company,  Inc. 
MSD  Holding  Company,  Inc.  holds  the 
stock  of  the  Society’s  three  for-profit 
subsidiaries,  MSDIS,  MedNetand  CCI, 
with  the  Society  holding  100  percent 
of  the  Holding  Company  stock.  It  is 
believed  that  MSD  Holding  Company, 
Inc.  will  provide  a solid  corporate  foun- 
dation for  the  continued  growth  and 
development  of  the  Society  well  into 
the  future. 

With  the  administrative  downsizing  of 
the  New  Castle  County  Medical  Soci- 
ety, MSD  was  given  responsibility  for 
the  day-to-day  management  of  NCCMS 
activities.  This  transition  was  seam- 
less and  effective  and  Mary  LaJudice 
deserves  much  credit  for  this  suc- 
cess. The  resulting  efficiencies  allow 
the  New  Castle  County  Medical  Soci- 
ety to  reduce  substantially  its  dues  for 
next  year.  NCCMS  joins  the  Kent  and 
Sussex  county  societies  along  with 
seven  specialty  societies,  which  are 
now  receiving  administrative  services 
from  the  Medical  Society.  Component 
society  administration  provides  an  op- 
portunity for  economies  of  scale, 
which  result  in  greater  value  to  phy- 
sician members  at  each  level  within 
the  federation  of  medicine.  In  addition, 
shared  administrative  support  pro- 
vides a strategic  advantage  to  each 
organization  by  enhancing  communi- 
cation, reducing  potential  for  unwar- 
ranted competition  and  eliminating 
duplication  of  effort  in  many  respects. 

The  pages  of  this  year’s  House  of 
Delegates’  Handbook  attest  to  your 
Society’s  continued  progress  and 
success  on  behalf  of  the  medical  pro- 
fession in  our  state.  Topping  the  list, 
perhaps,  is  passage  of  a bill  in  the 
General  Assembly  to  require  man- 
aged care  medical  directors  to  be 
licensed  in  the  state  of  Delaware, 
bringing  a needed  level  of  account- 
ability to  decisions  made  by  medical 
directors  regarding  the  care  and  treat- 
ment of  your  patients.  We  are  particu- 
larly grateful  to  Senator  Patty  Blevins 
(D-Elsmere)  for  her  leadership  on  this 
issue  in  the  face  of  formidable  oppo- 
sition from  the  insurance  lobby.  Also 
of  great  significance  to  Society  mem- 
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bers  was  national  certification  of 
MSD’s  credentialing  subsidiary,  CCI. 
Thanks  to  the  excellent  work  and  un- 
tiring dedication  of  CCI  President,  Lisa 
Me  Collum,  CCI  was  awarded  full, 
two-year  certification  by  the  National 
Committee  for  Quality  Assurance 
(NCQA).  Blue  Cross  Blue  Shield  of 
Delaware  also  played  an  important 
role  in  CCI’s  success,  entrusting  CCI 
to  perform  verifications  on  the  requi- 
site 150  files  necessary  to  apply  for 
NCQA  certification.  With  national  cer- 
tification, CCI  is  now  positioned  to 
expand  its  activities  to  many  more 
clients,  making  it  a truly  centralized 
resource  for  credentials  verification 
in  Delaware.  Also  of  special  note,  the 
Physicians’  Advocate  program  con- 
tinued its  tradition  of  providing  tan- 
gible benefits  to  MSD  members  through 
its  impressive  offering  of  practice 
management  programs  and  services. 
Physicians’  Advocate  launched  the 
Audit  and  Compliance  Evaluation 
(ACE)  program  this  year,  bringing  a 
comprehensive,  on-site  program  of 
chart  audit  for  documentation  compli- 
ance along  with  staff  education  and 
installation  of  fraud  and  abuse  compli- 
ance plans  for  physician  offices. 
Thanks  to  Anne  Allen  for  her  contin- 
ued hard  work  on  behalf  of  our  mem- 
bers in  heading  up  these  vital  ser- 
vices. 

Finally,  mention  must  be  made  of  dis- 
tinction brought  to  the  Society  through 
national  recognition  earned  by  our 
members  over  the  past  year.  Specifi- 
cally, the  Chairman  of  our  AMA  Del- 
egation, Stephen  R.  Permut,  M.D.,  was 
appointed  by  the  AMA  Board  of  T rust- 
ees  to  the  prestigious  AMA  Council  on 
Legislation.  In  addition,  he  was  se- 
lected by  the  AMA  to  be  Vice  Chair- 
man of  a special  task  force  dealing 
with  revisions  to  HCFA’s  controver- 
sial E&M  coding  documentation  guide- 
lines. Also,  former  Chair  of  MSD’s 
Young  Physician  Section,  Michael  S. 
Katz,  M.D.,  was  appointed  as  one  of 
only  nine  physicians  nationally  to  serve 
as  a director  of  the  newly  formed 
Physicians  for  Responsible  Negotia- 
tions (PRN),  the  AMA’s  national  nego- 
tiating organization.  Past  President 
and  AMA  Delegate,  Carol  A.  Tavani, 
M.D.,  has  been  selected  to  be  Secre- 
tary of  the  Qrganization  of  State  Medi- 
cal Association  Presidents,  a group  of 


current  and  past  medical  society  presi- 
dents who  meet  in  conjunction  with 
the  meetings  of  the  AMA.  Clearly,  the 
Medical  Society  of  Delaware  is  fortu- 
nate to  have  superb  physician  leader- 
ship not  only  at  work  in  Delaware,  but 
on  the  national  scene,  as  well. 

As  always,  I consider  it  a privilege  to 
work  for  such  a fine  organization  and 
to  experience  first  hand  the  untiring 
dedication  of  its  members  on  behalf  of 
the  citizens  of  Delaware.  Thank  you 
for  this  honor. 

Mark  A.  Meister,  Sr. 

Executive  Director 

The  report  was  filed  with  com- 
mendation to  Mark  A.  Meister,  Sr. 


KENT  COUNTY  MEDICAL 
SOCIETY 


Kent  County  Medical  Society  contin- 
ues to  meet  on  a quarterly  basis.  Our 
fall  1998  meeting  occurred  on  Novem- 
ber 4,  1998,  at  the  Marimonti 
Ristorante.  At  that  meeting,  we  voted 
$150  for  bicycle  helmets  to  be  do- 
nated to  needy  children  by  the  Medical 
Society  Alliance.  We  also  voted  a 
tentative  proposal  to  reduce  county 
dues  on  a one  year  limited  basis  if  the 
state  society  passed  additional  state 
dues,  and  Dr.  Zaragoza  discussed 
his  medical  missions  to  the  Philippines. 
We  had  approximately  70  members 
and  guests  present  at  that  meeting. 

The  winter  meeting  was  held  Febru- 
ary 18,  1999,  at  the  Wild  Quail  Country 
Club.  It  was  announced  that  the 
county  dues  were  reduced  to  $50  on 
a one  year  basis  as  had  been  pro- 
posed in  November  1998.  It  was  also 
announced  to  the  membershipthatthe 
Department  of  Health  would  be  reject- 
ing incomplete  death  certificates  and 
members  were  asked  to  be  more  care- 
ful in  completing  the  forms.  The  non- 
business portion  of  the  meeting  con- 
sisted of  a wine  tasting  conducted  by 
Mr.  Sidney  Barnes,  the  father  of  Dr. 
Sidney  Barnes  of  our  Society,  and 
was  well  received  by  the  member- 
ship. We  had  over  80  members  and 
guests  respond  for  that  function. 

The  spring  meeting  was  held  May  26, 
1999,  at  the  Sheraton.  During  this 


meeting  we  had  a presentation  on  the 
Physicians’  Advocate  Program.  The 
membership  also  voted  on  whether  or 
not  to  support  the  open  bar  during  the 
cocktail  hour  at  the  Medical  Society’s 
Annual  Banquet,  which  the  member- 
ship rejected  support. 

The  summer  meeting  occurred  at 
Sambo’s  Tavern  on  August  18,  1999. 
During  this  meeting  the  officers  for  the 
upcoming  year  were  elected,  includ- 
ing Gertrude  Findley-Christian,  M.D., 
President;  Michael  Zaragoza,  M.D., 
Vice  President;  Sidney  Barnes,  D O., 
Secretary;  and  Judith  Rippert,  D O., 
Treasurer.  The  1999  - 2001  Trustees 
to  the  MSD  Board  of  Trustees  will  be 
Doctors  Findley-Christian,  Zaragoza 
and  Barnes.  It  was  also  voted  to  leave 
the  Delegates  and  Alternate  Delegates 
unchanged  from  the  previous  year. 
We  had  approximately  120  members 
and  guests  respond  for  this  function. 

Our  fourth  quarterly  meeting  was  held 
October  6,  1999,  at  the  Maple  Dale 
Country  Club.  At  this  meeting  it  was 
proposed  that  the  Kent  County  Medi- 
cal Society  contribute  $1,000  to  sup- 
port the  Medical  Society’s  Annual 
Meeting.  This  was  unanimously  ap- 
proved by  the  membership.  We  also 
had  an  entertaining  presentation  on 
the  medical  treatment  during  the  Civil 
War  by  Dr.  Paul  Johnson,  a regional 
expert  on  this  topic.  Not  only  was  the 
presentation  entertaining,  he  had  many 
genuine  artifacts  from  that  era.  We 
had  approximately  92  members  and 
guests  respond  for  this  function. 

Our  Society  continues  to  grow  and 
our  quarterly  meetings  remain  well 
attended.  As  outlined  above,  we  have 
had  a number  of  issues.  We  have  also 
had  two  member  complaints  that  were 
investigated  during  the  past  year.  One 
has  been  resolved.  The  other  is  pend- 
ing. Our  bank  has  also  requested  that 
we  furnish  them  with  a tax  ID  number 
and  Dr.  Zaragoza  is  obtaining  a tax  ID 
number  for  the  Society,  which  appar- 
ently has  not  been  done  to  date. 

We  wish  to  congratulate  Dr.  Begley  on 
a very  successful  year  as  he  finishes 
his  presidency  of  the  Medical  Society 
of  Delaware,  and  we  wish  the  incom- 
ing President,  Dr.  Michael  Alexander, 
well.  Also  since  this  will  be  the  final 
report  of  my  presidency,  I would  like 
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to  wish  Dr.  Gertrude  Findley-Christian 
a successful  two-year  term  in  her 
upcoming  presidency  of  the  Kent 
County  Medical  Society. 

Brian  J.  Walsh,  D.O. 

President 

The  report  was  filed. 


ENVIRONMENTAL  AND  PUBLIC 
HEALTH  COMMITTEE  (EPH) 

The  Environmental  and  Public  Health 
Committee  will  have  met  twice  by  the 
end  of  1999.  Three  meetings  had 
been  scheduled,  but  one  was  can- 
celed due  to  low  attendance.  The  six- 
month  gap  in  time  between  meetings 
was  due  to  staff  transitions,  and  was 
not  to  indicate  a lack  of  interest  by  the 
committee  on  EPH  issues.  We  con- 
tinue to  have  a small,  interested  group 
and  are  always  looking  for  others  to 
join  us.  To  facilitate  communication 
via  phone,  mail  and  email  between 
EPH  Committee  members,  a member- 
ship list  was  distributed  to  all  EPH 
members. 

This  year  we  reviewed  some  pieces 
of  legislation  related  to  our  interest  in 
EPH.  This  year  we  supported  HB320 
regarding  the  reporting  of  HIV  in  Dela- 
ware. This  bill,  introduced  by  Repre- 
sentative Pam  Maier,  declares  infec- 
tion with  Human  Immunodeficiency 
Virus  to  be  a sexually  transmitted 
disease.  It  requires  health  care  pro- 
fessionals and  persons  in  charge  of 
hospitals,  laboratories,  and  other 
health  care  facilities  to  report  the  oc- 
currence of  Human  Immunodeficiency 
Virus  to  the  Division  of  Public  Health. 
The  bill  also  increases  the  penalty  for 
willful  and  knowing  disclosure  of  re- 
ports by  the  Division.  The  bill  was 
introduced  on  June  9,  1999,  and 
stricken  that  same  day. 

At  the  spring  meeting,  Betsy  Wheeler, 
an  independent  grant  writer/proposal 
developer  and  former  outpatient  man- 
ager at  Wilmington  Hospital,  discussed 
two  projects  with  the  group:  1)  an 
October  symposium  addressing  envi- 
ronmental exposure,  and  2)  a grant  to 
support  the  Deptartment  of  Public 
Health’s  effort  against  bioterrorism. 
Ms.  Wheeler  worked  with  the  Dela- 
ware and  Maryland  Lead  Prevention 


programs,  Delaware  Emergency  Medi- 
cal Services  for  Children,  the  Dela- 
ware State  Office  of  Rural  Health  and 
the  Eastern  Shore  AHEC  to  organize 
the  CME  program  “Managing  Pediatric 
Environmental  Hazards"  for  October 
1,  1999.  The  Department  of  Rural 
Health  felt  it  would  be  pertinent  for  the 
EPH  committee  to  learn  of  this  event, 
and  provide  any  feedback  concerning 
content  for  the  day. 

Leroy  Hathcock,  M.D.,  Delaware  State 
Epidemiologist,  discussed  the  State’s 
effort  in  resolving  bioterroristic  threats 
in  Delaware.  Although  cases  such  as 
the  1984  salmonella  scare  at  salad 
bars,  and  the  Japanese  terrorism  in 
recent  years  have  been  well-known 
through  the  national  media,  Delaware 
has  also  had  several  biological  threats 
in  the  last  couple  years.  Since  Febru- 
ary 1999,  Delaware  has  been  faced 
with  an  Anthrax  scare  (hoax)  and 
another  “foreign  substance”  scare. 
Because  of  this,  the  Department  of 
Epidemiology  recently  began  a con- 
certed effort  to  bring  together  various 
disciplines  (such  as  EMS,  military, 
public  health,  nurses,  hospitals  and 
emergency  rooms)  to  organize  proto- 
cols on  how  to  respond  to  bioterrorism. 
The  goal  of  this  “network"  is  to  quietly 
create  a working  system  with  little 
knowledge  or  fanfare  by  the  public. 

Because  the  frequency  of  these 
threats  is  increasing,  the  State  Epide- 
miology Department  is  working  with 
Betsy  Wheeler  on  securing  a portion 
of  a 30-million  dollar  federal  grant 
which  is  to  be  filtered  into  various 
states  for  bioterrorism  triage  pro- 
grams. If  a portion  of  this  grant  is 
acquired  in  Delaware,  it  will  help  to 
further  the  anti-bioterrorism  effort  in 
four  ways:  1)  Preparedness  Planning 
and  Readiness  Assessment  (overall 
planning  of  protocols  and  building  of 
infrastructure);  2)  Surveillance  and 
Epidemiological  Capacity  (reporting 
suspected  activity  immediately  to  De- 
partment of  Epidemiology,  proper  com- 
puter programs,  etc.);  3)  Laboratory 
Capacity-  Biological  Agents  (currently 
the  lab  in  Bethesda,  MD  is  the  only  BSL 
Level  4 lab  in  this  region);  and  4) 
Health  Alert  Network/Training  (proper 
education  of  involved  professionals.) 

Dr.  Hathcock  further  noted  Delaware 
is  actually  further  ahead  than  the 


majority  of  states  in  implementing 
workable  protocols.  Perhaps 
Delaware’s  shortfall  is  its  inability  to 
handle  the  “people”  side  of 
bioterroristic  threats. 

In  December  1999,  a guest  speaker 
will  be  invited  to  offer  updates  to  the 
committee  about  Lead  Poisoning 
Screening  in  Delaware.  New  state 
lead  screening  guidelines  were  dis- 
tributed five  years  ago,  and  it  is  felt  it 
is  time  to  review  these. 

The  committee  continues  to  work  to- 
wards a viable  Preventive  Medicine 
Flow  Sheet  to  be  used  in  all  physician 
practices.  Letters  are  to  be  sent  to 
state  specialty  society  representa- 
tives asking  their  opinion  of  the  form. 

We  continue  to  try  to  connect  with  the 
various  people  and  organizations 
around  the  state  that  are  involved 
with  the  public’s  health.  We  are  al- 
ways looking  for  ways  to  increase 
the  interchange  between  those 
people/groups  and  the  practicing  medi- 
cal community.  Please  join  us. 

John  J.  Goodill,  M.D. 

Chair 

The  report  was  filed. 


MEDICAL  REVIEW  COMMITTEE 

The  Medical  Review  Committee  met  on 
one  occasion  on  April  14,  1999.  The 
meeting  was  convened  with  the  pur- 
pose of  the  Medical  Review  Commit- 
tee acting  as  an  arbitrator  for  an  ob- 
stetrical policy  issue  regarding  the 
State  of  Delaware,  Department  of  In- 
surance and  a third  party  carrier.  At 
issue  was  an  obstetrical  insurance 
policy  that  excluded  normal  deliveries 
and  covered  only  high-risk  or  compli- 
cated pregnancies.  After  lengthy  dis- 
cussion that  included  an  obstetrical 
advisor  to  the  committee,  it  was  de- 
cided that  the  issue  was  largely  a 
contractual  one  and  not  a decision 
that  would  involve  a medical  review 
committee.  There  was  concern,  how- 
ever, that  the  Department  of  Insur- 
ance would  allow  the  issue  of  a policy 
for  obstetrical  coverage  that  excluded 
a normal  delivery.  As  the  issue  was 
largely  contractual,  the  committee  felt 
it  could  not  make  a medical  decision 
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regarding  the  matter  and  it  was  re- 
ferred back  to  the  Department  of  In- 
surance. 

Anthony  L.  Cucuzzella,  M.D. 

Chair 

The  report  was  filed  with  a note 
that  the  committee  volunteers  for 
an  expanded  role  if  patients’  rights 
legislation  is  passed. 


MENTAL  HEALTH.  ALCOHOL  AND 
SUBSTANCE  ABUSE  COMMITTEE 

The  committee  was  more  active  this 
year  than  in  year’s  past.  Specifically, 
Drs.  Begley  and  Kaye  met  with 
President  Judge  Ridgely  to  discuss 
the  interface  between  the  Medical 
Society  of  Delaware/Psychiatric  So- 
ciety of  Delaware  and  the  expertise 
available  to  the  judiciary  from  MSD/ 
PSD.  In  addition,  both  sides  recog- 
nized the  ongoing  need  for  better  ser- 
vices in  both  the  assessment  and 
treatment  areas. 

Following  Judge  Ridgely’s  invitation 
after  our  initial  meeting,  Drs.  Begley 
and  Kaye  lectured  to  all  of  the  Supe- 
rior Court  Justices  in  the  State  at  their 
Annual  Meeting.  The  Justices  had 
numerous  questions  and  the  discus- 
sion was  lively,  interactive  and  well 
received. 

Dr.  Kaye  was  also  then  invited  to 
lecture  to  the  Justices  of  the  Peace  on 
the  same  topic  at  their  Annual  Meet- 
ing. These  judges  frequently  are  the 
point  of  entry  into  the  system  for  per- 
sons with  mental  illness  and/or  sub- 
stance abuse  problems.  Again,  it  was 
a very  interactive  experience. 

It  is  expected  that  these  new  initia- 
tives will  lead  to  changes  in  the  sys- 
tem and  to  a greater  availability  of 
services  for  the  citizens  of  Delaware. 

Neil  S.  Kaye,  M.D. 

Chair 

The  report  was  filed. 


PHARMACY  COMMITTEE 

During  1 999  the  Pharmacy  Committee 
has  not  met.  There  were  no  issues 


brought  to  the  attention  of  the  commit- 
tee. 

I recommend  that  the  Pharmacy  Com- 
mittee no  longer  be  a standing  commit- 
tee, but  instead  be  available  on  an  as- 
needed  basis  in  the  future. 

Michael  J.  Pasquale,  M.D. 

Chair 

The  report  was  filed  with  a recom- 
mendation that  the  committee  re- 
main as  a standing  committee.  A 
recommendation  was  also  made 
to  ensure  the  chair  receives  con- 
tinuous input  regarding  many  is- 
sues which  were  brought  to  the 
reference  committee’s  attention. 
Examples  include:  1)  Mail  order 

pharmacies,  2)  Preferred  drugs 
being  forced  on  doctors,  3)  Pricing 
differences  between  pharmacies, 
and  4)  Incentives  to  pharmacies  to 
convince  doctors  to  change  to  pre- 
ferred drugs. 


PHYSICIANS’  HEALTH 
COMMITTEE 


As  a special  committee  of  the  Medical 
Society  of  Delaware,  the  Physicians’ 
Health  Committee  continues  its  work 
of  assisting  physicians,  including 
those  in  training,  with  difficulties  of 
various  sorts. 

Problems  encountered  are  varied  and 
encompass  depression  and  other 
mood  disorders,  litigation  stress, 
evaluation  of  cognitive  disorders, 
substance  abuse  and  other  issues. 

The  committee  has  agreed  to  assist 
physicians’  assistants  as  well,  should 
the  need  arise. 

Referrals  are  accepted  from  con- 
cerned colleagues,  friends  and  fam- 
ily, the  licensing  board,  other  profes- 
sional organizations  and  physicians 
themselves.  The  Medical  Society 
maintains  a hotline  to  receive  ques- 
tions and  referrals:  alternatively,  the 
Medical  Society  may  be  called  and  the 
Chair  is  then  contacted. 

Referrals  received  are  evaluated  care- 
fully and  treated  with  confidentiality, 
as  the  committee  serves  as  advocate 
for  those  it  assists. 


This  year,  efforts  are  underway  to 
acquaint  the  medical  staffs  of 
Delaware’s  hospitals  and  health  care 
systems  with  the  committee’s  func- 
tion and  scope. 

A memorandum  of  understanding  has 
been  finalized  with  the  Board  of  Medi- 
cal Practice,  in  order  that  the  two 
bodies  may  continue  to  work 
collaboratively,  where  applicable. 

The  committee’s  chair  also  sits  on  the 
Professional  Guidance  Committee  of 
the  Delaware  Bar  Association,  which 
assists  attorneys  with  similarly  var- 
ied issues. 

Carol  A.  Tavani,  M.D.,  F.A.P.A. 

Chair 

The  report  was  filed  with  a com- 
mendation to  the  committee  and 
its  chair,  Caroi  A.  Tavani,  M.D.,  for 
their  work. 


PUBLIC  AND  PROFESSiONALEDU- 
CATION  AND  ADVOCACY  COMMIT- 
TEE 

In  1999,  the  Public  and  Professional 
Education  and  Advocacy  Committee 
(PPEAC)  convened  quarterly  to  re- 
view the  Continuing  Medical  Educa- 
tion program  of  the  Medical  Society  of 
Delaware.  As  a continuation  of  ef- 
forts in  1998,  the  Educational  Evalua- 
tion Subcommittee  (EES)  also  met  quar- 
terly to  ensure  the  proper  evaluation 
and  hence,  the  scientific  integrity  of 
MSD-Sponsored  CME  activities. 

As  of  October  1,  1999,  with  the  ap- 
proval of  the  Educational  Activities 
Subcommittee  (EAS)  of  the  PPEAC, 
the  Medical  Society  had  designated 
45  course-activities  through  the  end 
of  1999,  as  compared  to  41  in  1998. 
This  included  the  third  annual  Child 
Abuse  Symposium  which  evolved  into 
the  “Family  Violence  Awareness  Sym- 
posium” and  the  Society’s  210th  An- 
nual Meeting.  Eleven  series-activities 
were  conducted  in  the  1998/1999 
academic  year,  including  the  annual 
Down  State  Lecture  Series  organized 
in  conjunction  with  Jefferson  Medical 
College  at  Beebe,  Nanticoke  and  Kent 
Hospitals. 
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For  the  academic  years  1998/1999, 
the  Society  sponsored  419.5  hours  of 
instruction,  as  compared  to  472.8  in 
1998,  and  347. 05in  1997.  The  Medical 
Society  was  able  to  sponsor  the  ma- 
jority of  programs  presented  for  re- 
view. 

Revision  by  the  Accreditation  Council 
of  Continuing  Medical  Education 
(ACCME)  of  its  “Essentials,"  and  the 
subsequent  adoption  by  the  ACCME 
of  System98,  prompted  significant 
changes  in  the  Society’s  CME  applica- 
tion and  other  related  policies  and 
forms.  Also,  a new  application  fee 
structue  was  revised,  adopted  by  the 
Society’s  Executive  Committee,  and 
implemented  September  1 , 1999.  The 
new  fee  structure  resembles  a score- 
card,  whereby  activities  are  reviewed 
by  the  EAS,  scored,  and  charged 
based  on  commercial  support,  pro- 
gram design,  and  level  of  support 
needed  by  the  Medical  Society’s  Of- 
fice of  Professional  Education.  The 
new  fee  structure  replaces  the  "flat 
fee"  policy,  and  is  intended  to  offset 
the  rising  overhead  costs  of  the  CME 
program,  and  additional  time  require- 
ments involved  with  certification. 

The  accreditation  status  of  the 
Society’s  CME  program  expires  in 
2000,  at  which  time  ACCME  survey- 
ors will  visit  the  Medical  Society  to 
review  the  CME  program  for  re-ac- 
creditation. To  prepare  for  this  site 
visit,  a self-study  report  is  being 
drafted  and  is  due  to  the  ACCME  by 
December  1 , 1999. 

The  Physicians  and  Educators  for 
Improved  Student  Health  program  is 
waning  due  to  more  wellness  centers 
in  the  schools  and  less  available  time 
by  physicians  to  volunteer. 

The  annual  Doctor/Lawyer  Day  held 
in  conjunction  with  the  Delaware  Trial 
Lawyers  Association  took  place  on 
February  24  and  26,  1999,  at  various 
schools  throughout  the  state.  Many 
Medical  Society  members  teamed  up 
with  area  lawyers  to  educate  children 
about  the  health  and  legal  implications 
of  using  drugs.  Plans  have  begun  to 


develop  the  2000  event  which  will 
take  place  February  23,  2000. 

Virginia  U.  Collier,  M.D. 

Chair 

The  report  was  filed. 


PUBLIC  LAWS  COMMITTEE 


The  Public  Laws  Committee  once  again 
met  regularly  during  the  legislative 
session.  At  its  first  meeting.  Dr.  Martin 
Begley,  Medical  Society  President, 
explained  the  new  function  of  the 
Public  Laws  Committee.  Instead  of 
reviewing  each  piece  of  legislation 
introduced  in  the  General  Assembly, 
the  Legislative  Oversight  Committee 
would  determine  a smaller  number  of 
bills  for  Public  Laws  to  consider.  While 
that  plan  will  be  altered  slightly  to  give 
Public  Laws  more  input  on  more  bills 
in  the  future,  the  committee  carried  out 
its  responsibilities  and  helped  secure 
key  victories  on  health-related  issues. 
As  the  final  hours  of  the  first  session 
of  the  140th  General  Assembly  ticked 
away,  the  Medical  Society  of  Dela- 
ware watched  the  passage  of  two 
key  pieces  of  legislation. 

Senate  Bill  48  (Blevins),  passed  the 
House  of  Representatives  on  the 
evening  of  June  30, 1 999.  When  signed 
into  law,  managed  care  organizations 
in  Delaware  will  be  required  to  have 
their  medical  directors  be  licensed  in 
the  state.  In  addition,  any  denial  of  a 
covered  service  must  be  made  by  a 
physician  with  the  Delaware  licensed 
medical  director  being  responsible  for 
decisions  he/she  delegates  to  other 
doctors. 

Senate  Bill  8 (Blevins),  creates  the 
Delaware  Health  Fund  with  money 
from  the  national  tobacco  settlement. 
This  Bill  passed  with  an  amendment, 
sponsored  by  Representative  Pam 
Maier,  which  ensures  all  of  the  to- 
bacco money  will  be  used  solely  for 
health  programs  in  the  state. 

For  the  second  half  of  the  140th  Gen- 
eral Assembly,  the  Public  Laws  Com- 


mittee will  continue  to  monitor  new 
legislation  as  it  is  introduced.  The 
committee  will  also  watch  the 
progress  of  four  other  pieces  of  leg- 
islation introduced  in  1999  considered 
top  priority  by  the  Legislative  Over- 
sight Committee.  Those  bills  are  HB 
366  (Collective  Bargaining  for  Physi- 
cians), SB  53  (HMO  Liability),  SB  241 
(Telemedicine)  and  HB  32  (DMV  Noti- 
fication Bill). 

Jorge  A.  Pereira-Ogan,  M.D. 

Chair 

The  report  was  filed  with  a re- 
minder that  the  provisions  of  SB48 
are  effective  January  1,  2000,  spe- 
cifically that  medical  directors  are 
required  to  be  licensed  in  Dela- 
ware and  that  denial  of  services 
must  be  made  by  a physician. 


CREDENTIALING 
CONNECTION.  INC. 

This  past  year  has  been  a dynamic 
and  eventful  one  for  Credentialing 
Connection,  Inc.  (CCI).  Significant 
progress  has  been  made  in  the  culti- 
vation of  the  Primary  Verification  Ser- 
vice, and  continued  growth  has  been 
realized  in  the  Application  Completion 
Service.  Members  of  the  Primary 
Verification  Service  simply  forward 
information  submitted  by  a physician 
or  other  health  care  practitioner  to 
CCI.  Upon  receipt  of  this  information, 
CCI  will  primarily  verify  and  track  the 
credentials  information  and  provide 
the  hospital,  managed  care  organiza- 
tion, etc.,  with  a final  report  that  in- 
cludes all  necessary  information  for 
the  organization  to  make  a decision 
regarding  provider  participation. 

The  Application  Completion  Service 
allows  members  to  forward  all  appli- 
cations for  credentialing  and 
recredentialing  to  CCI  for  completion. 
Upon  enrollment,  members  are  asked 
to  complete  a comprehensive  CCI  ap- 
plication, and  forward  copies  of  li- 
censes, malpractice  insurance,  etc., 
to  CCI.  This  information  is  then  en- 
tered and  maintained  in  CCI’s  confi- 


90 


Del  Med  Jrl,  February  2000,  Vol  72  No  2 


Proceedings  - Part  II 


dential  database.  All  information  is 
held  in  strict  confidence  between  the 
credentialing  office  and  the  physi- 
cian. Information  is  released  only  with 
the  written  permission  of  the  physi- 
cian. Enrollment  in  the  application 
completion  service  is  free  for  mem- 
bers of  the  Medical  Society  of  Dela- 
ware, and  $300  for  non-members. 
Applications  are  completed  at  a rate 
of  $20  per  application. 

Throughout  1998,  BlueCross 
BlueShield  of  Delaware  and  CCI 
worked  collaboratively  to  secure 
NCQA  certification,  in  an  effort  to  af- 
ford CCI  the  opportunity  to  be  more 
competitive  and  marketable  to  MCOs, 
hospitals,  and  health  care  facilities. 
After  months  of  preparation  and  tre- 
mendous effort  on  the  part  of  BCBSD 
and  CCI,  Credentialing  Connection,  Inc. 
received  NCQA  certification  for  1 0 out 
of  10  verification  services  for  a two- 
year  period  effective  April  21,  1999. 
The  National  Committee  for  Quality 
Assurance  (NCQA)  is  an  indepen- 
dent, not-for-profit  organization  dedi- 
cated to  assessing  and  reporting  on 
the  quality  of  managed  care  plans, 
managed  behavioral  healthcare  orga- 
nizations, physician  organizations, 
and  credentials  verification  organiza- 
tions, like  Credentialing  Connection, 
Inc.  The  NCQA  certification  process 
evaluates  a CVO’s  management  of 
various  aspects  of  its  data  collection 
and  verification  operation,  as  well  as 
the  process  it  uses  to  continuously 
improve  the  services  it  provides.  The 
certification  process  includes  rigor- 
ous on-site  evaluations  conducted  by 
a team  of  health  care  professionals. 
A national  oversight  committee  of  phy- 
sicians analyzes  the  team’s  finding 
and  determines  certification  based  on 
the  CVO’s  compliance  with  NCQA  stan- 
dards. 

It  was  believed  that  by  achieving  NCQA 
certification,  CCI’s  Primary  Verifica- 
tion Service  would  be  more  market- 
able, a belief  that  has  been  proven 
true.  At  the  end  of  1997,  CCI  had  one 
active  Primary  Verification  client.  CCI 
had  completed  no  Primary  Verifica- 
tions in  1996;  31  Primary  Verifications 
in  1997.  In  1998,  our  client  base  for 
the  Verification  service  grew  from 
one  to  six,  and  to  date  we  have  eight 
clients.  CCI  broadened  this  client  base 


to  include  two  hospitals,  two  MCOs, 
two  Ambulatory  Surgery  Centers,  and 
two  Nursing  Homes.  In  addition,  we 
have  completed  more  than  400  Pri- 
mary Verifications  from  1 998  - present, 
with  more  than  500  currently  in  pro- 
cess. CCI  completed  7.5  times  more 
files  in  1998,  than  in  1996  and  1997 
combined,  and  these  numbers  con- 
tinue to  improve.  This  growth  was 
experienced  simultaneously  with  the 
growth  that  was  realized  in  the  Appli- 
cation Service. 

CCI  had  completed  eight  applications 
in  1996;  420  applications  in  1997.  In 
1998,  CCI  completed  769  applications; 
a growth  rate  of  approximately  84 
percent  in  one  year’s  time.  To  date, 
CCI  has  completed  more  than  1600 
applications  for  its  members. 

The  CCI  1 999  Report  of  Effectiveness 
provides  an  in  depth  review  of  the 
performance  of  the  corporation.  The 
review  includes  complete  data  for  the 
first  three  quarters  of  1 999,  as  well  as 
some  partial  data  available  for  fourth 
quarter  1999.  As  in  years  past,  I 
encourage  Medical  Society  members 
to  contact  the  CCI  office  to  obtain  a 
copy  of  this  important  report. 

Credentialing  Connection,  Inc.,  shares 
the  mission  of  its  founder,  the  Medical 
Society  of  Delaware,  which  is  to  serve 
the  needs  of  its  physician  members. 
As  a result,  CCI  is  planning  new  ser- 
vices that  relate  to  reducing  hassle 
factors  related  to  the  credentialing 
process.  CCI  is  currently  investigat- 
ing the  development  of  a new  service. 
Site  Visits  and  Medical  Records  Re- 
view. CCI  is  hoping  to  offer  this  ser- 
vice to  the  local  MCOs  in  the  coming 
months.  CCI  is  hopeful  that  the  Site 
Visit  and  Medical  Records  Review 
Service  will  serve  as  a comprehen- 
sive source  of  information  for  the 
managed  care  organizations,  and 
therefore  eliminate  the  need  for  nu- 
merous site  visits  to  each  individual 
physician  office  by  each  individual 
organization. 

As  in  previous  years,  Credentialing 
Connection,  Inc.  remains  committed  to 
delivering  quality  services  with  high 
value  and  low  cost  to  its  clients.  It  is 
our  goal  to  make  improvements  each 
day  in  all  areas  of  the  business,  and 


continue  to  grow  and  build  lasting 
relationships  with  the  clients  we  serve. 

Anthony  L.  Cucuzzella,  M.D. 
Chairman 

The  report  was  filed  with  a special 
commendation  to  Anthony  L. 
Cucuzzella,  M.D.,  and  Lisa 
McCollum. 


DELAWARE  POLITICAL  ACTION 
COMMITTEE  (DELPAC) 

A non-election  year  in  Delaware  can 
often  make  raising  interest  in  the  po- 
litical process  difficult.  Happily,  this 
wasn’t  the  case  for  Delaware’s  phy- 
sicians as  DELPAC  membership  rose 
significantly.  In  addition  to  a boost  in 
the  membership  rolls,  DELPAC’s  influ- 
ence was  clearly  felt  in  Dover  as  the 
General  Assembly  passed  legislation 
strongly  supported  by  DELPAC  and 
the  Medical  Society  of  Delaware. 

To  date,  DELPAC’s  membership  stands 
at  over  200,  compared  with  a year  end 
total  of  137  in  1998.  The  increase  can 
be  attributed  to  an  heightened  aware- 
ness of  DELPAC’s  influence  in  Dover 
thanks  to  several  mailings  and  faxes 
alerting  the  Medical  Society  member- 
ship to  key  issues.  Doctors  learned 
their  DELPAC  contribution  goes  a long 
way  in  helping  legislators  understand 
the  physician’s  point  of  view  on  im- 
portant health  related  topics. 

Phil  Corrozi,  the  Medical  Society’s 
Legislative  Specialist,  continues  to 
provide  insight  as  to  which  legislators 
consistently  support  issues  of  con- 
cern to  physicians  and,  in  turn,  helps 
the  DELPAC  Board  in  making  its  con- 
tributions. With  a host  of  elections 
next  year  in  Delaware,  including  Gov- 
ernor, Lieutenant  Governor,  U.S.  Rep- 
resentative, U.S.  Senator,  Insurance 
Commissionerand  all  of  the  State  Rep- 
resentatives, strong  DELPAC  support 
will  ensure  doctors  have  the  ear  of 
the  candidates  across  the  board. 

Steven  L.  Edell,  D.O. 

Chair 

The  report  was  filed  with  a recom- 
mendation by  the  reference  com- 
mittee that  a discount  be  consid- 
ered for  retired  physicians  and 
members  of  the  Young  Physicians 
Section. 
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GOVERNOR’S  ADVISORY 
COMMITTEE  ON 
WORKERS'  COMPENSATION 

The  Governor’s  Advisory  Committee 
on  Workers'  Compensation  met  quar- 
terly during  the  past  year.  The  com- 
mittee addressed  efficiency  of  the 
Industrial  Accident  Board  and  also 
medical  cost  containment  issues.  The 
committee  has  representation  from 
the  Industrial  Accident  Board,  the  le- 
gal community,  the  insurance  indus- 
try, local  unions  and  the  Medical  Soci- 
ety of  Delaware.  It  is  chaired  by  the 
State  Secretary  of  Labor. 

Workers'  compensation  insurance 
premiums  decreased  an  average  of 
15  percent  in  1999  and  Delaware's 
premiums  are  equal  to  or  below  sur- 
rounding states,  including  Pennsylva- 
nia. The  Industrial  Accident  Board 
has  been  able  to  greatly  shorten  the 
time  to  hear  all  pending  cases.  No 
legislation,  at  the  time  of  this  report, 
has  been  proposed. 

Leo  W.  Raisis,  M.D. 

Liaison 

The  report  was  filed. 


COUNCIL  OF  SPECIALTY 
SOCIETIES 

Representatives  of  the  specialty  so- 
cieties were  invited  by  President  Mar- 
tin G.  Begley,  M.D.  to  submit  reports 
forinclusion  inthe  House  of  Delegates 
handbook.  The  reports  that  were 
submitted  follow; 

DELAWARE  ACADEMY  OF 
DERMATOLOGY 

With  respect  to  problems  which  our 
Society  has  experienced  in  the  past 
year  in  regards  to  skin  care,  I would 
say  that  the  most  significant  one  has 
been  difficulty  in  writing  for  specific 
drugs,  usually  brand  name  drugs, 
which  our  patients  really  need.  Man- 
aged care  companies,  particularly  U.S. 
Healthcare,  have  put  multiple  road- 
blocks in  the  way  of  using  unique 
drugs,  such  as  Accutane  for  acne,  or 
drugs  with  the  safest  side  effect  pro- 
file in  their  category,  such  as  Lamisil. 
Denials  of  such  medicines  delay  treat- 
ment and  subject  the  patient  to  pro- 
tracted suffering,  as  well  as  long- 


term permanent  results  from  their  con- 
dition. 

We  have  also  had  some  instances  of 
difficulty  with  referring  a patient  to  a 
tertiary  care  center,  such  as  Johns 
Hopkins,  Jefferson  or  the  University 
of  Pennsylvania  in  some  cases,  where 
the  therapy  is  not  available  in  this 
state.  Specific  instances  of  that  would 
be  the  Moh's  surgery,  treatment  of 
cutaneousT-cell  lymphoma,  and  some 
cases  of  psoriasis.  Other  issues 
such  as  this,  I am  sure,  are  common  to 
other  specialties  and  place  an  added 
burden  on  all  those  who  work  in  medi- 
cal offices. 

We  continue  to  deal  with  the  chal- 
lenges of  OSHA  regulations  and 
changing  Medicare  rules.  We  also 
continue  to  have  to  comply  with  CLIA 
inspections,  although  our  labs  may 
consist  only  of  a microscope  and  KOH 
solution. 

Marguerite  D.  Thew,  M.D. 

President 


DELAWARE  ACADEMY  OF 
FAMILY  PHYSICIANS 

The  Delaware  Chapter  of  the  Ameri- 
can Academy  of  Family  Physicians 
has  once  again  had  an  active  year.  In 
May  we  had  our  annual  meeting  and 
CME  conference  in  Dewey  Beach, 
Delaware.  This  was  well  attended 
and  its  location  allowed  many  more  of 
our  southern  Delaware  colleagues  to 
attend.  Atthis  meeting,  I was  installed 
as  President  of  the  Delaware  Chapter 
and  Dr.  Kirk  Beebe  of  Lewes  received 
our  Family  Physician  of  the  Year 
Award. 

Our  fall  and  winter  CME  courses  con- 
tinue to  improve.  These  courses  run 
for  ten  consecutive  weeks  and  offer 
lectures  on  a variety  of  subjects  per- 
tinent to  the  family  physician  and  en- 
able our  members  to  earn  30  hours  of 
CME  credits.  We  have  also  been  able 
to  furnish  both  local  and  national 
speakers  at  these  events. 

We  also  meet  with  our  membership  on 
a quarterly  basis,  which  provides 
another  one-hour  of  CME  credit,  as 
well  as  one  business  meeting.  Wealso 
host  an  annual  Geriatric  Symposium  in 
December.  This  is  under  the  direction 


of  Dr.  Roger  Rodrigue  and  continues 
to  grow  in  attendance. 

The  Delaware  Academy  of  Family 
Physicians  Research  and  Education 
Foundation  continues  under  the  lead- 
ership of  Dr.  M.  Diana  Metzger.  The 
Foundation,  through  the  Platt  Scholar- 
ship, enables  first-year  medical  stu- 
dents to  spend  part  of  their  summer 
vacations  with  family  physicians  in 
Delaware. 

Our  upcoming  year  promises  to  be  an 
exciting  one  as  well.  We  will  cel- 
ebrate the  50*'’  anniversary  of  our 
charter  as  a chapter  of  the  American 
Academy  of  Family  Physicians.  A 
gala  event  and  CME  program  is  cur- 
rently being  planned  by  Dr.  Joseph 
Lieberman  and  will  take  place  in  April 
2000. 

Thank  you  for  allowing  us  to  submit 
this  report. 

Anna  Marie  Sullivan,  D.O. 

President 


DELAWARE  ACADEMY  OF 
OPHTHALMOLOGY 

The  Delaware  Academy  of  Ophthalmol- 
ogy has  undergone  a significant  reor- 
ganization in  1999.  Most  significantly, 
we  have  enlisted  the  assistance  of 
Mary  LaJudice  as  our  part-time  execu- 
tive director.  The  primary  focus  of  our 
organization  has  been  educational,  with 
quarterly  dinner/seminars  featuring 
world-renowned  speakers.  In  addition, 
this  year  we  co-sponsored  a scientific 
meeting  on  ocular  trauma  with  the  New 
Jersey  Academy  of  Ophthalmology. 

Our  strategic  plan  outlines  develop- 
ment in  two  other  major  areas:  advo- 
cacy and  practice  management.  We 
have  begun  a public-relations  cam- 
paign to  raise  awareness  of  our  pro- 
fession and  our  important  role  in  de- 
tecting eye  disease  and  promoting 
eye  safety.  We  have  developed  a 
speakers'  bureau  and  have  become  a 
resource  for  our  local  TV  and  radio 
stations,  as  well  as  participating  in 
community  outreach  screening  pro- 
grams. We  have  begun  to  promote 
“EyeMD"  — a new  name  for  our  pro- 
fession designed  to  alleviate  public 
confusion.  A Health  Plan  Advocacy 
Committee  has  been  developed  and 
has  taken  an  active  role  in  refining  our 
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relationships  with  several  managed 
care  organizations  in  our  state.  We 
have  offered  to  address  issues  of 
quality  assurance  and  utilization  man- 
agement for  these  organizations.  The 
DAO  is  represented  on  the  Medicare 
Carrier  Advisory  Committee.  We  have 
sponsored  a coding  seminar  for  the 
past  three  years. 

On  the  legislative  front,  we  are  cur- 
rently dealing  with  regulatory  issues 
relating  to  the  fitting  of  contact  lenses. 
The  passage  of  SB  194  by  our  opto- 
metric  colleagues  opened  the  door  for 
the  Board  of  Optometry  to  rewrite 
their  regulations  which  have  impacted 
our  ability  to  delegate  contact  lens 
fitting  to  certified  non-optometric  pro- 
fessionals. We  are  in  the  process  of 
resolving  that  issue,  by  additional  leg- 
islation, if  necessary.  We  have  sup- 
ported patient-protection  legislation 
and  are  currently  supporting  federal 
legislation  (HR  2620)  to  include  screen- 
ing for  glaucoma  in  high  risk  groups 
under  the  benefits  of  the  Medicare 
program.  Screening-type  services  are 
not  considered  covered  at  this  time, 
creating  a significant  public  health 
concern.  Our  representatives  to  the 
Medical  Society’s  Public  Laws  Com- 
mittee are  dealing  with  the  issue  of 
visual  standards  for  safe  driving.  We 
have  developed  a legislative  advo- 
cacy panel,  both  on  the  state  and 
federal  levels.  Dr.  Dorothy  Moore  met 
with  several  of  our  federal  legislators’ 
staff  members  at  the  American  Acad- 
emy of  Ophthalmology’s  Mid-Year  Fo- 
rum in  Washington,  D.C.,  last  April,  to 
discuss  patient  protection  and  Medi- 
care reform  issues. 

We  hope  to  improve  our  relationships 
with  our  fellow  Delaware  medical 
specialty  societies  and  form  a coali- 
tion interested  in  quality  patient  care. 
We  are  further  solidifying  our  relation- 
ship with  the  Medical  Society  and  its 
staff  and  are  actively  networking  with 
the  ophthalmic  societies  in  our  neigh- 
boring states.  Another  goal  is  to  in- 
crease the  value  of  membership  in  our 
organization  by  offering  an  array  of 
benefits.  Lastly,  we  hope  to  improve 
the  quality  of  our  relationship  with  our 
fellow  eye  care  professionals — the 
optometrists  and  opticians. 

Richard  L.  Sherry,  M.D. 

President 


DELAWARE  ACADEMY  OF 
OTOLARYNGOLOGY/HEAD 
AND  NECK  SURGERY 

This  is  the  first  year  as  a formal 
organization  of  Delaware  Oto- 
laryngologists, the  Delaware  Acad- 
emy of  Otolaryngology/Head  and  Neck 
Surgery,  that  an  annual  report  is  being 
sent  to  the  Medical  Society  of  Dela- 
ware. We  now  feel  we  can  address 
those  special  concerns  of  our  spe- 
cialty in  regards  to  education  and  leg- 
islative action  as  a formal  organiza- 
tion which  is  representative  of  our 
community. 

An  important  change  has  been  made 
inthe  nameof  ourspecialty.  No  longer 
will  we  be  known  as  the  Otolaryngol- 
ogy Head  and  Neck  Surgery  Special- 
ists. The  new  name  is  Otolaryngoi- 
ogy/Head  and  Neck  and  Facial  Plas- 
tics Surgery.  The  appropriate  na- 
tional committees  that  make  up  the 
specialty  groups  have  approved  this 
name  change. 

The  Delaware  Otolaryngology  Head 
and  Neck  Surgery  Society  has  ac- 
tively supported  the  proposed  new 
infant  hearing  screening  program,  as 
currently  being  discussed  by  Con- 
gress. It  is  our  hope  that  this  will  be 
passed  in  the  near  future. 

We  would  like  to  express  our  interest 
in  being  available  to  assist  each  and 
every  specialty  and  society  in  the 
State  of  Delaware  in  regards  to  mat- 
ters concerning  our  specialty. 

Norman  R.  Robinson,  M.D. 

President 


DELAWARE  ASSOCIATION  OF 
NEUROLOGICAL  SURGEONS 

During  the  year  1999,  members  of  the 
Delaware  Association  of  Neurologi- 
cal Surgeons  have  continued  their 
commitment  of  becoming  advocates 
for  both  physicians  and  patients  in  the 
areas  of  education. 

Our  members  have  joined  together 
with  others  from  the  orthopaedic, 
anesthesia,  rehabilitation  and  Pain 
Management  community  to  discuss 
the  advances  in  our  specialties  and 
how  we  can  best  work  together  for 
the  continuity  of  care  for  our  patients. 
We  meet  quarterly  to  discuss  our  ob- 
jectives and  present  cases  that  dem- 


I onstrate  new  techniques  and  report 
I on  the  progress  of  the  same. 

I 

Many  discussions  have  been  held  on 
the  ever-changing  atmosphere  of 
I patient  care  in  medicine  and  our  role  in 
it.  These  discussions  of  change  have 
brought  us  to  recommit  our  efforts  to 
assist  in  the  continuing  education  of 
j the  nurses  who  have  the  challenge  of 
j caring  for  our  patients  each  day.  Our 
I members,  along  with  Christiana  Care 
j Health  System,  have  sponsored  a 
I course  for  the  certification  of  neuro- 
surgical critical  care  nurses.  Nurses 
were  given  the  opportunity  to  attend 
classes  given  by  neurosurgeons  and 
! the  Neuroscience  Nursing  Review  in 
! preparation  for  the  fail  1 999  American 
i Board  of  Neuroscience  Nursing  Cer- 
! tification  Examination  held  in  Septem- 
I ber. 

> The  Delaware  Association  of  Neuro- 
logical Surgeons  is  actively  involved 
in  the  national  joint  counsel  of  neuro- 
logical societies.  Meetings  have  been 
held  twice  during  the  year  to  discuss 
the  standard  of  care,  neurosurgical 
I diseases  and  trauma  and  economics 
1 in  the  field  of  neurosurgery. 

; DANS  is  taking  part  in  the  rapid  devel- 
; opment  of  a brain  attack  program  in 
i the  state  by  assisting  in  the  education 
' of  physicians  and  patients  alike. 

j 

j Yakov  U.  Koyfman,  M.D. 

President 


DELAWARE  ALLERGY,  ASTHMA 
& IMMUNOLOGY  SOCIETY 

The  annual  meeting  for  the  Delaware 
Allergy,  Asthma  & Immunology  Soci- 
ety was  held  in  Wilmington  on  October 
7,  1999.  Dr.  Robert  Wood  of  Johns 
Hopkins  University  gave  a talk  on  the 
use  of  inhaled  corticosteroids  in  chil- 
dren. Dr.  Gregory  V.  Marcotte  was 
elected  as  President  and  Dr.  David 
Wein  was  elected  as  Vice  President. 

We  discussed  representation  of  our 
Society  at  the  two  national  meetings: 
the  American  College  of  Allergy, 
Asthma  & Immunology  in  Chicago;  and 
the  American  Academy  of  Allergy, 
Asthma  & Immunology  in  San  Diego. 
Issues  include  practice  parameters, 
remote  practice  of  medicine  by  asthma 
management  programs,  representa- 
tion in  Congress  by  the  above  men- 
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tioned  bodies  and  the  Joint  Council  of 
Allergy,  Asthma  and  Immunology. 

We  continued  oursupport  of  the  Dela- 
ware Chapter  of  the  American  Lung 
Association  (ALA)  this  year  with  sev- 
eral of  our  members  taking  part  in  ALA 
meetings  in  “Spacer  Camp”  for  pediat- 
ric asthma  patients  and  in  other  com- 
munity educational  events.  We  also 
supported  and  continue  to  support  the 
ALA’S  lobbying  efforts  to  earmark 
monies  from  the  federal  tobacco 
settlement  for  only  medical  purposes 
(the  Delaware  Health  Fund)  and  to 
limit  youth  access  to  tobacco. 

Finally,  we  have  been  working  with 
Christiana  Care’s  Asthma  Education 
Program.  They  have  compiled  an  ex- 
cellent binder  of  patient  educational 
materials  and  have  been  kind  enough 
to  allow  area  physicians  to  photocopy 
the  forms  for  use  in  their  offices.  We 
have  been  working  with  the  Asthma 
Education  Program  to  slightly  modify 
the  “Asthma  Action  Plans.”  We  felt 
that  this  would  be  an  ideal  way  to 
create  uniform  asthma  action  plans 
that  could  be  used  throughout  our 
community.  If  Delaware  physicians, 
respiratory  therapists,  nurses,  hospi- 
tal emergency  rooms  and  school 
nurses  all  had  the  identical  Asthma 
Action  Plan,  there  would  be  less  con- 
fusion and  more  reinforcement  of  the 
same  educational  message  to  patients. 

Gregory  V.  Marcotte,  M.D. 

President 


AMERICAN  ACADEMY  OF 
PEDIATRICS 

Chapter  Officers 

Chapter  President: 

Julia  M.  Pillsbury,  DO,  FAAP 
Chapter  Vice  President: 

Matthew  Gotthold,  MD 
Chapter  Executive  Director: 

Dona  M.  Hurley 
Other  Chapter  Officers: 

Treasurer:  Kevin  Sheahan,  MD 
Secretary:  Carol  Owens,  MD 
Past  Pres:  Michael  L.  Spear,  MD 

At-Large:  Aguida  Atkinson,  MD 

Leon  Aussprung,  III,  MD 
Kevin  Clegg,  MD 


Chapter  MembershiD 

Voting  Fellows: 

162 

Candidate  Fellows: 

20 

Resident  Fellows: 

18 

Chapter  Affiliates 

96 

Other: 

Nurse  Practitioners 

36 

Emeritus  Members 

15 

Total  Membership: 

347 

Goal  Measuring 

The  goals  established  by  the  Chapter 
at  its  Strategic  Planning  retreat  were 
developed  with  apparent  measurabil- 
ity. 

Goal#1:  Event  Attendance 

Goal  #2:  Statewide  Poster  Contest 

Participation 

Goal  #3:  Enactment  of  Endorsement 
Policy  by  Executive  Com- 
mittee 

Goal  Accomplishment  and 
Future  Work 

The  first  annual  spring,  two-day  fam- 
ily oriented  CME  event  was  presented 
to  the  membership  with  two  national 
speakers,  Ernie  Allen,  President/CEO 
of  the  National  Center  for  Missing  and 
Exploited  Children,  and  Dr.  Alan  Kohrt, 
AAP  CATCH  program.  This  event, 
which  focused  on  the  various  prac- 
tice-management aspects  of  provid- 
ing services  to  CSHCN  and  MCO,  was 
financially  successful  as  compared 
to  the  historically  held  membership 
social  event.  Accreditation  was  re- 
ceived from  the  Medical  Society  of 
Delaware,  in  cooperation  with  the 
Wilmington-New  Castle  Pediatric  As- 
sociation, and  supported  by  several 
drug  companies,  health-care  organi- 
zations and  other  non-profit  medical 
associations. 

This  year’s  Child  Health  Month  activi- 
ties were  expanded  to  reach  all  public 
schools  in  the  State  of  Delaware 
through  a poster  contest  in  coopera- 
tion with  the  regional  hospitals.  Pub- 
licity of  our  activities  was  expanded 
by  obtaining  Child  Health  Month  decla- 
rations from  five  cities.  Matt  Gotthold, 
MD  and  Vice  President  appearing  on  a 
children’s  issues  radio  program,  a joint 
press  release  with  A.  I.  duPont  Hos- 
pital for  Children  and  contest  winners’ 
awards  press  release  announcement 


plus  expanded  coverage  in  our  quar- 
terly newsletter.  The  Chapter  also 
participated  in  a regional  DARE  festi- 
val and  the  A.  I.  duPont  Hospital  for 
Children  Halloween  Fun  Fair. 

Additional  work  is  required  for  both  of 
these  goals  by  developing  earlier  pub- 
licity, membership  notification  and 
contact. 

Chapter  Activities 
ADVOCACY  FOR  CHILDREN.  The 

Chapter’s  Legislative  Group  had  ac- 
tively monitored  legislative  issues  to 
ensure  our  view  at  related  public  hear- 
ings or  through  contact  with  legisla- 
tors. The  co-sponsors  of  a bill  regard- 
ing reducing  the  legal  intoxication  lim- 
its were  recruited  as  speakers  for  our 
Child  Health  Month  activities  and  ac- 
tively assisted  Dolly  Banks  with  the 
re-establishment  of  a Delaware  MADD 
chapter.  Additionally,  we  have  ac- 
tively supported  current  legislation  re- 
garding use  of  tobacco  settlement 
monies  for  health  care  needs. 

ADVOCACY  FOR  PEDIATRICIANS. 

We  feel  that  as  a Chapter,  our  pedia- 
tricians’ viewpoint  has  been  well  rep- 
resented particularly  by  the  develop- 
ment of  the  Strategic  Planning  pro- 
cess. Additionally,  the  Chapter  has 
located  office  space  effective  July  1, 
1999.  This  space  is  in  a “community 
services  building”  also  housing  56 
other  non-profit  organizations,  which 
will  provide  an  opportunity  for  the 
Executive  Director  to  network  closely 
with  other  groups  providing  services 
to  children. 

PROFESSIONAL  EDUCATION.  The 

Delaware  Chapter  expanded  its  of- 
ferings to  the  membership  by  provid- 
ing a spring  educational  program  in 
addition  to  the  29-year  R.O.Y.  Warren 
fall  program.  The  1998  program  was 
supported  by  a AAP  Comprehensive 
School  Health  Grant  and  included  the 
following  presentators  and  their  pro- 
grams: Martin  Sklaire,  MD,  FAAP, 

Clinical  Professor  of  Pediatrics,  Yale 
University  School  of  Medicine,  “How 
to  Communicate  about  School  Health 
& Communications  Workshop”;  Lani  S. 
M.  Wheeler,  MD,  FAAP,  FASHA  Pedi- 
atric and  School  Health  Consultant, 
Program  Manager,  School  Support 
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Services,  “How  Asthma  Friendly  is 
YOUR  School?”  & “Asthma-Friendly 
Schools:  Tools  of  the  Trade”;  Wayne 
A.Yankus,  MD,  FAAP,  President,  AAP 
Section  on  School  Health,  “Update  on 
Substance  Abuse  - When  Schools 
Matter”  & "Here  Today,  Gone  Tomor- 
row: Causes  and  Treatments  of 
School  Absence.” 

In  addition,  attendees  were  also  ad- 
dressed by  Gregg  Sylvester,  MD, 
Secretary,  Delaware  Department  of 
Health  and  Human  Services;  Iris  Metts, 
Ph.D,  Administrator,  Delaware  Depart- 
ment of  Education;  as  well  as  Beth 
Mattey,  President  of  the  Delaware 
School  Nurse  Association. 

A committee  headed  by  Maurice 
Liebesman,  MD,  Emeritus  Memberand 
Past  President,  has  been  developed 
and  the  committee  is  actively  develop- 
ing a symposium  program  in  coopera- 
tion with  the  A.  I.  duPont  Hospital  for 
Children. 

The  newly  established  spring  educa- 
tional event  provides  a family-friendly 
educational  event  for  pediatricians 
throughout  the  State  in  a recreational 
setting. 

Our  quarterly  newsletter,  “What’s 
AAP,  Doc?”  has  solicited  an  expanded 
contributorshipfrom  the  Mental  Health 
Association  in  Delaware  concerning 
its  Health  Children’s  Program  and  our 
continuing  columns  regarding  CPT 
coding  questions  and  committee 
chairs. 

PUBLIC  EDUCATION.  The  expanded 
Child  Health  Month  activities  through 
the  statewide  public  school  poster 
contest,  did  much  to  present  the  is- 
sues of  alcohol  abuse  to  the  public.  In 
addition,  school  wellness  centers 
were  an  integral  part  of  this  program, 
as  well  as  utilizing  five  hospitals  as 
public  voting  sites  for  the  contest 
participants. 

SERVICE.  The  Delaware  Chapter 
again  sponsored  the  Fourth  Annual 
Care  for  Kids  Fun/Walk  provided  by 
the  Delawareans  United  to  Prevent 
Child  Abuse  and  the  Delaware  Coali- 
tion for  Children  with  Disabilities  pro- 
gram. 


IMPROVING  HEALTH  SYSTEMS.  We 

actively  collaborated  with  multiple  or- 
ganizations: Emergency  Medical  Ser- 
vices for  Children,  Delaware  PTA, 
Delaware  Mental  Health  Association, 
the  MADD  Chapter  certification  pro- 
cess and  the  DARE  program. 

The  CSH-CAP  grant  allowed  us  to 
expand  our  annual  fall  CME  program  to 
provide  education  to  both  the  medical 
community  and  selected  profession- 
als in  Delaware’s  school  system. 

MEMBERSHIP  DEVELOPMENT.  Child 
Health  Month  activities  was  the  pro- 
gram with  the  largest  number  of  par- 
ticipants. However,  the  development 
and  improvement  in  the  Chapter  mail- 
ing lists  will  provide  this  publication  to 
a larger  more  directed  audience,  which 
may  develop  a larger  membership. 

MEMBERSHIP  RECRUITMENT.  Mem- 
bers are  asked  through  the  quarterly 
newsletter  to  discuss  the  advantages 
of  membership  with  colleagues,  the 
Executive  Director  scans  the  news- 
papers for  practice  announcements 
and  through  active  networking  with 
associates  by  the  Officers  and  Com- 
mittee Chairs. 

Julia  M.  Pillsbury,  D.O. 

President 


DELAWARE  ACADEMY  OF 
PHYSICAL  MEDICINE  AND 
REHABILITATION 

The  Academy  has  met  several  times 
this  year  and  continues  to  meet  on  a 
quarterly  basis.  Joseph  Rhoades, 
Legal  Representative  on  the 
Workmen’s  Compensation  Advisory 
Council,  spoke  on  current  issues  con- 
cerning the  history  and  role  of  the 
Advisory  Council,  in  addition  to  spe- 
cific details  of  concern  to  physiatrists  ! 
concerning  workmen’s  compensation 
law  in  Delaware. 

Barry  L.  Bakst,  D.O. 

President 

AMERICAN  COLLEGE  OF 
CARDIOLOGY 

No  report  has  been  submitted.  I 


DELAWARE  SECTION  OF  THE 
AMERICAN  COLLEGE  OF 
OBSTETRICIANS  AND 
GYNECOLOGISTS 

This  year  the  Delaware  Section  of  the 
American  College  of  Obstetricians  and 
Gynecologists  (ACOG)  focused  on 
an  issue  of  importance  to  women  and 
society  as  we  enter  the  next  century: 
equity  in  contraceptive  coverage. 
Senate  Bill  87  (SB  87),  sponsored  by 
Senator  Margaret  Rose  Henry  (D- 
Wilmington)  and  Representative  Donna 
D,  Stone  (R-Dover),  was  introduced 
in  May  1999.  SB  87  would  require 
insurance  plans  providing  a prescrip- 
tion drug  benefit  to  uniformly  cover 
the  FDA-approved  prescription  con- 
traceptive medications  and  devices. 
The  FDA-approved  prescription  con- 
traceptive medications  include  the  birth 
control  pill  (BCP),  Depoprovera  and 
Norplant.  The  FDA-approved  contra- 
ceptive devices  include  the  Diaphragm 
and  the  Intrauterine  Device  (lUD).  The 
Delaware  Section  of  ACOG  supports 
SB  87. 

The  Delaware  Section  of  ACOG  sup- 
ports SB  87  because  it  will  address 
the  inequity  that  exists  related  to 
women’s  health  care.  A survey  of 
private  insurance  plans  found  that  97 
to  98  percent  of  traditional  indemnity 
plans  and  HMOs  covering  more  than 
100  employees  routinely  covered 
childbirth,  while  66  percent  and  70 
percent  covered  abortions  respec- 
tively. In  fact,  nine  in  ten  covered 
abortions  under  some  circumstances. 
However,  62  percent  of  insurers  who 
provide  a prescription  drug  benefit  do 
not  cover  the  BCP,  Depoprovera  and 
Norplant.  In  addition,  85  percent  cov- 
ered neitherthe  lUD  northe  diaphragm. 
As  a result,  women  pay  68  percent 
more  out-of-pocket  for  their  health 
care  than  men  because  of  what  they 
must  pay  for  contraceptive  costs. 
Contraception  is  a basic  component 
of  health  care  for  women  during  their 
childbearing  years.  When  compared 
to  the  immediate  and  uniform  cover- 
age of  Viagra,  the  lack  of  contracep- 
tive coverage  for  women  raises  seri- 
ous concerns  about  fairness  at  best, 
gender  and  economic  discrimination 
against  women  at  its  worst. 
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The  Delaware  Section  of  ACOG  sup- 
ports SB  87  because  uniform  contra- 
ceptive coverage  will  help  reduce  the 
number  of  unintended  pregnancies  and 
abortions  in  our  state.  In  Delaware,  26 
percent  of  pregnancies  to  women 
ages  1 5 to  44  are  terminated  by  abor- 
tion each  year.  Delaware  ranks  tenth 
in  the  U.S.  in  teen  pregnancy  (15  to 
19).  Among  Delaware  teens,  36  per- 
cent of  pregnancies  are  terminated  by 
abortion  each  year.  It  has  been  docu- 
mented that  the  cost  of  contraception 
has  a direct  impact  on  which  method, 
if  any,  of  contraception  a woman  may 
use.  Those  women  who  must  use  a 
less  effective  method  of  contracep- 
tion or  use  none  because  of  the  out- 
of-pocket  costs  are  those  most  at  risk 
for  an  unintended  pregnancy.  Unin- 
tended pregnancies  are  those  most 
likely  to  be  terminated  by  abortion. 
Efforts  to  reduce  both  unintended  preg- 
nancies and  abortion  have  included 
traditional  strategies  that  have  fo- 
cused on  teaching  abstinence,  val- 
ues and  responsibility.  This  strategy 
enhances  us  as  individuals  and  as  a 
society  and,  therefore,  must  remain 
an  important  part  of  the  effort  to  re- 
duce unintended  pregnancies  and 
abortions.  However,  studies  clearly 
indicate  that  education  and  contra- 
ception must  also  be  part  of  a compre- 
hensive effort  to  be  successful. 

The  Delaware  Section  of  ACOG  sup- 
ports SB  87  because  uniform  contra- 
ceptive coverage  will  help  reduce 
pregnancy-related  health  care  costs. 
It  has  been  documented  that  every 
dollar  spent  on  contraception  to  pre- 
vent pregnancy  saves  $3  to  $13  on 
pregnancy  and  newborn-related 
costs. 

The  Delaware  Section  of  ACOG  sup- 
ports SB  87  because  it  would  not 
significantly  increase  health  care 
costs.  Studies  indicate  that  the  cost 
to  cover  contraception  for  plans  that 
already  cover  some  of  these  methods 
would  be  minimal  or  none  at  all.  For 
plans  that  currently  provide  no  con- 
traceptive coverage  at  all,  there  would 
be  an  increase  of  approximately  $21 
per  employee  per  year.  This  would  be 
broken  down  to  $17  for  employers 
and  $4  for  employees.  The  added 
costs  for  employers  equals  $1 .43  per 
month.  In  1998  this  would  have  meant 
a mean  increase  of  less  than  one 


percent  in  projected  costs  for  employ- 
ers. Furthermore,  a study  reported  in 
the  American  Journal  of  Public  Health 
in  1995  indicated  that  a 15  percent 
increase  in  birth  control  pill  use  would 
allow  health  plans  to  recoup  the  addi- 
tional money  spent  on  contraception 
to  prevent  unintended  pregnancies. 

The  Delaware  Section  of  ACOG  sup- 
ports SB  87  because  of  the  docu- 
mented non-contraceptive  medical 
benefits  that  improve  the  quality  of  life 
forwomen.  The  BCP  has  been  proven 
to  prevent  life-threatening  diseases 
and  conditions  such  as  endometrial 
cancer,  ovarian  cancer,  tubal  preg- 
nancy and  pelvic  inflammatory  dis- 
ease (PID).  The  BCP  is  also  used  to 
treat  conditions  that  can  have  a sig- 
nificantly negative  impact  on  women 
on  a monthly  basis.  Such  conditions 
include  endometriosis,  irregularities 
of  the  menstrual  cycle  and  relief  from 
periods  that  are  both  very  heavy  and 
very  painful. 

SB  87  was  passed  in  the  Senate  in 
May  1999.  However,  it  did  not  reach 
the  floor  of  the  House  for  a vote 
because  it  was  not  released  from  the 
Appropriations  Committee.  Efforts  will 
be  made  to  get  it  to  the  floor  of  the 
House  for  a vote  during  the  next  leg- 
islative session.  The  Delaware  Sec- 
tion of  ACOG  wishes  to  thank  the 
Medical  Society  of  Delaware  for  its 
support  of  SB  87. 

The  Delaware  Section  wishes  to  in- 
troduce its  new  officers  for  the  1999- 
2002  term: 

Russell  White,  M.D.,  Chair 
Anthony  Sciscione,  D.O.,  Vice  Chair 
Gregory  DeMeo,  D.O.,  Sec/Treasurer 

Richard  W.  Henderson,  M.D. 

Chair 


DELAWARE  RADIOLOGY  SOCIETY 

The  radiology  community  in  Delaware 
is  concerned  with  issues  related  to 
regulation  of  managed  care,  in  addi- 
tion to  a new  proposed  HCFA  regula- 
tion and  the  Thompson  Bill,  HR  2651. 

With  regard  to  the  Thompson  Bill,  this 
bill  will  emasculate  the  legislation  of 
1989  and  1993,  which  prohibits  self- 
referral by  non-radiologist  investors 


in  diagnostic  imaging  facilities.  For 
obvious  reasons  radiologists  do  not 
support  this  bill. 

The  proposed  new  HCFA  regulation 
contained  in  HCFA’s  July  22,  1999, 
proposed  rule  on  the  year  2000  Medi- 
care fee  schedule  (Section  O;  Diag- 
nostic Tests),  which  permits  NPs  and 
CNSs  to  perform  and  interpret  diag- 
nostic imaging  tests  with  no  physician 
involvement,  is  preposterous.  To 
permit  “lay  people”  who  have  no  for- 
mal medical  school  training  or  lengthy 
residency  training  in  radiology  to  carry 
out  such  endeavors,  supervised  or 
not,  is  not  in  the  best  interest  of  the 
general  public.  This  proposal  is  also 
incongruous  with  all  the  federal  and 
state  regulations,  such  as  accredita- 
tions, CME  requirements  and  radiation 
safety  knowledge  necessary  for  in- 
tensely trained  and  educated  radiolo- 
gists to  be  allowed  to  carry  out  diag- 
nostic imaging.  When  most  radiolo- 
gists were  informed  of  this  proposal, 
they  thought  it  was  a misquote  of  the 
facts.  Many  inquiries  were  made  to 
the  American  College  of  Radiology 
regarding  the  authenticity  of  this  in- 
formation. It  is  the  physician’s  re- 
sponsibility to  protect  the  general  pub- 
lic from  poorly  conceived  health  care 
concepts  developed  by  lay  people  in 
the  government. 

It  is  important  that  managed  care  com- 
panies be  held  responsible  when  their 
efforts  to  reduce  their  costs  result  in 
delayed  diagnoses  and  poor  outcome. 
New  legislation  that  was  recently 
passed  may  partially  solve  this  prob- 
lem. 

Edward  J.  Goldstein,  Ph.D.,  M.D. 
President 


AMERICAN  COLLEGE  OF 
SURGEONS 

The  American  College  of  Surgeons  is 
the  largest  organization  of  surgical 
specialists  in  the  United  States.  It 
continues  to  lead  the  forefront  in  sur- 
gical education  and  also  lobbying  ef- 
forts on  behalf  of  surgeons  on  the 
national  level. 

Our  chapter  locally  sponsors  an  an- 
nual scientific  symposium,  which  was 
held  on  November  13, 1999,  atthe  Wild 
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Quail  Country  Club.  The  subject  of  the 
symposium  was  “Recent  Advances 
and  Innovations  in  Surgery.”  In  addi- 
tion to  that,  we  sponsor  an  annual 
dinner  dance  for  social  activity. 

Dennis  R.  Witmer,  M.D.,  F.A.C.S. 
President 


DELAWARE  COLLEGE  OF 
OCCUPATIONAL  AND 
ENVIRONMENTAL  MEDICINE 

Our  primary  challenge  is  to  help  em- 
ployers provide  a safe,  healthy  and 
productive  work  environment  for  their 
employees  while  containing  costs.  We 
do  this  using  a variety  of  methods 
such  as:  OSHA  surveillance  pro- 

grams, immunizations,  employee  edu- 
cation, safety  meetings,  emergency 
response,  chemical  addiction  pro- 
grams, disability  management  and  fit- 
ness for  duty  evaluations. 

We  strongly  believe  that  timely  return 
to  work  from  a disability  leave  with 
appropriate  restrictions  or  accommo- 
dations is  beneficial  to  the  physical 
and  mental  recovery  of  the  worker. 

We  would  like  the  opportunity  to  meet 
with  the  specialty  society  leaders  to 
share  our  perspectives  on  these  is- 
sues. 

Ronald  B.  Mercer,  D.O.,  MPH 
President 


OSTEOREC  GROUP  OF 
DELAWARE 

The  OsteoRec  Group  of  Delaware 
continues  very  actively  in  promoting 
awareness,  diagnosis  and  treatment 
of  osteoporosis  on  the  Delmarva  Pen- 
insula and  Southern  New  Jersey.  The 
group  continues  to  publish  a newslet- 
ter approximately  four  times  a year  for 
the  edification  of  the  practicing  physi- 
cians with  reference  to  the  diagnosis 
and  treatment  of  osteoporosis.  The 
group  also  holds  meeting  approxi- 
mately every  two  months,  wherein 
various  speakers  on  the  topic  of  os- 
teoporosis are  invited  to  participate. 
The  group  also  maintains  a web  site 
and  continually  up-dates  the  material 
on  that  web  site  so  that  interested 
physicians  and  lay  individuals  can 
sign  on  and  obtain  information  on  the 
various  aspects  presented  there. 


During  this  past  year,  the  group  pre- 
sented a half-day  meeting  for  the  pro- 
fessional public  based  on  the  diagno- 
sis and  latest  treatment  options  for 
osteoporosis.  This  was  extremely 
well  received,  and  we  were  encour- 
aged to  go  ahead  and  schedule  a 
similar  meeting  in  the  coming  year.  We 
are  going  to  have  two  meetings  in  the 
coming  year.  The  first  will  be  in  the 
spring  and  open  to  the  public  at  large 
and  the  second  will  be  in  the  fall, 
which  will  be  restricted  to  physicians 
and  technologists  and  other  interested 
professional  groups  that  want  a dis- 
cussion of  the  disease  more  in-depth 
and  hear  specifically  from  experts 
around  the  country  that  will  be  invited. 

The  group  is  also  exploring  the  possi- 
bility of  being  “live"  on  the  Internet  and 
doing  consultations,  because  we  have 
seen  so  much  interest  and  curiosity 
about  the  disease  just  from  the  num- 
ber of  questions  presented  to  our 
basic  web  site.  The  group  is  always 
looking  to  explore  and  expand  its  ac- 
tivities and,  at  the  present  time,  is 
entertaining  the  possibility  of  joining 
with  the  Eastern  Pennsylvania  Soci- 
ety of  Osteoporosis,  which  is  a group 
of  individuals  with  the  same  interest 
operating  around  the  Philadelphia 
area.  We  feel  that  the  interest  and 
enthusiasm  about  the  diagnosis  and 
treatment  of  osteoporosis  is  just  be- 
ginning to  peak  across  the  country,  if 
not  across  the  world.  The  group 
hopes  to  be  able  to  maintain  its  posi- 
tion as  one  of  the  foremost  authorities 
on  the  diagnosis  and  treatment  of  the 
condition  at  least  in  the  local  area. 

Robert  L.  Meckeinburg,  M.D.,  P.A. 
President 


DELAWARE  SOCIETY  FOR 
CLINICAL  ONCOLOGY  (DSCO) 

The  Delaware  Society  for  Clinical 
Oncology  (DSCO)  has  remained  ac- 
tive in  providing  CME  accredited  edu- 
cational sessions  six  to  eight  times  a 
year.  This  forum  also  provides  an 
opportunity  for  regular  reports  to  the 
members  from  representatives  to  the 
Medicare  Carrier  Advisory  Commit- 
tees and  national  cancer-related  or- 
ganizations. 

Issues  of  particular  concern  to  the 
Society  currently  include: 


HCFA’s  proposal  to  use  ambulatory 
payment  classifications  (APCs)  as  a 
method  to  pay  for  outpatient  chemo- 
therapy administration  in  hospital 
would  effectively  eliminate  the  use  of 
newer  (more  expensive)  chemo- 
therapy agents,  as  well  as  supportive 
care  agents  (i.e.  antiemetics  and 
growth  factors)  in  Medicare  patients. 
Our  society  has  supported  national 
lobbying  efforts  to  prevent  the  appli- 
cation of  APCs  to  cancer  care. 

Medicare  currently  reimburses  out- 
patient chemotherapy  drugs  at  95 
percent  of  the  average  wholesale  price 
(AWP).  President  Clinton’s  current 
budget  proposes  to  reduce  that  to  83 
percent  of  AWP.  This  would  seriously 
impact  on  access  to  quality  cancer 
care  for  Medicare  patients  and  we  are 
planning  to  participate  actively  in  lob- 
bying efforts  to  prevent  this  reduction 
in  reimbursement. 

The  Institute  of  Medicine  has  issued  a 
report  on  cancer  care  with  a series  of 
quality  initiatives.  This  report  will  be 
reviewed  when  it  is  available  to  see 
how  it  can  be  applied  to  cancer  care 
delivery  in  Delaware. 

Our  national  society  was  very  active 
in  helping  to  pass  the  Patients'  Bill  of 
Rights  in  the  House  of  Representa- 
tives this  year.  The  bill  contains  some 
features  very  important  to  oncology, 
such  as  guaranteed  access  to  clinical 
trials.  We  will  continue  to  support 
efforts  to  help  a favorable  version  of 
the  bill  to  emerge  from  the  conference 
committee. 

Members  of  the  oncology  community 
in  Delaware  were  very  gratified  by 
MSD’s  successful  efforts  to  pass  leg- 
islation protecting  our  ability  to  pre- 
scribe drugs  for  off-label  indications 
when  there  is  sufficient  supporting 
literature.  We  continue  to  rely  on  MSD 
heavily  for  organizational  support  and 
legislative  expertise. 

David  D.  Biggs,  M.D. 

President 


AMERICAN  COLLEGE 
OF  NUCLEAR  PHYSICIANS 

During  the  past  year,  the  practice  of 
nuclear  medicine  has  continued  to 
flourish  and  expand  with  the  introduc- 
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tion  of  new  modalities  of  diagnosis 
mainly  concerned  with  cancer  recur- 
rence and  with  treatment  of  certain 
specific  cancerous  conditions,  spe- 
cifically bony  metastasis. 

Software  modifications  utilized  in  the 
field  of  diagnostic  nuclear  cardiology 
have  greatly  enhanced  the  capabili- 
ties of  that  segment  of  the  field.  Os- 
teoporosis diagnosis  has  recently  been 
added  to  the  diagnostic  armamen- 
tarium of  nuclear  medicine  and  its 
capabilities  are  being  greatly  ex- 
panded. We  foresee  this  as  a screen- 
ing agent  for  the  treatment  and  pre- 
vention of  this  most  disabling  compli- 
cation brought  on  by  a variety  of  fac- 
tors. The  safety  of  nuclear  medicine 
was  recently  recognized  by  the  NRC 
and  the  prohibition  against  delivering 
large  doses  of  radioactive  material  to 
patients  except  in  a hospital  environ- 
ment was  rescinded.  Wisely,  after 
reviewing  the  literature  and  the  expe- 
rience of  many  individuals  utilizing 
radioactive  isotopes  in  significant 
amounts,  it  was  determined  that  iso- 
lation of  such  patients  is  really  not 
needed  to  prevent  the  undue  expo- 
sure of  the  general  population. 

The  outpatient  classification  of 
nuclear  medicine  procedures  in  the 
DRGs  was  vigorously  opposed  by  all 
of  the  societies  representing  nuclear 
medicine  practitioners.  To  date,  this 
rather  onerous  approach  to  the  fiscal 
control  of  nuclear  medicine  has  not 
been  adopted.  HCFA  has  made  it  clear 
that  some  control  limits  will  be  im- 
posed on  the  use  of  nuclear  medicine 
procedures.  We  feel  this  is  a direct 
violation  of  the  Patients’  Bill  of  Rights 
and  will  continue  to  oppose  this  with 
all  of  our  ability.  The  government  on 
one  hand  states  that  it  wants  to  ad- 
vance the  use  of  all  valid  scientific 
concepts  in  medicine,  but  at  the  same 
time  seems  to  inhibit  the  distribution  of 
these  advances  into  the  clinical  arena. 
The  state  chapter  of  nuclear  medicine 
will  continue  to  monitor  the  legislative 
efforts  in  Dover  and  will  endeavor  to 
support  all  those  legislative  activities 
reasonably  assumed  to  enhance  pa- 
tient care  and  oppose  those  that  bla- 
tantly detract  from  the  management  of 
patients  and  their  diseases. 

Robert  L.  Meckeinburg,  M.D.,  P.A. 
Immediate  Past-President 


DELAWARE  SOCIETY  OF 
ORTHOPAEDIC  SURGEONS 

The  Society  will  have  its  annual  gen- 
eral meeting  on  November  5,  1999,  at 
which  time  Edward  F.  Quinn,  M.D.  will 
assume  the  presidency.  There  will  be 
election  for  other  officers. 

During  the  past  year,  there  has  been 
no  significant  activity  or  special  is- 
sues occurring  that  involved  the  So- 
ciety. 

JohnT.  Hogan,  M.D.,  F.A.C.S. 
President 


DELAWARE  THORACIC  SOCIETY 

The  Delaware  Thoracic  Society  is  the 
medical  arm  of  the  American  Lung 
Association  of  Delaware.  Over  the 
past  year,  our  members  have  been 
very  active  in  supporting  the  initia- 
tives of  the  American  Lung  Associa- 
tion in  Delaware. 

A major  initiative  throughout  the  state 
has  been  to  identify  asthma  as  a num- 
ber one  priority  for  both  our  Lung 
Association  and  the  Thoracic  Soci- 
ety. In  response  to  a strategic  plan  by 
the  Lung  Association,  as  well  as 
guidelines  from  the  National  Heart, 
Lung  and  Blood  Institute,  the  Dela- 
ware Asthma  Consortium  was  orga- 
nized. This  is  an  over-arching  col- 
laboration of  health  care  providers, 
pharmaceutical  industry  members, 
non-profit  organizations  and  interested 
citizens  involved  with  delivery  of  care 
tot  he  asthmatics  of  Delaware.  Over 
the  past  year,  there  has  been  the 
development  of  a Delaware  Asthma 
Plan,  work  with  the  state  School  Board 
to  help  pass  a policy  allowing  asth- 
matic students  to  carry  emergency 
inhalers  in  school,  the  training  of 
school  nurses  in  asthma  education 
and  the  ability  to  provide  them  with 
nebulizers  provided  by  Consortium 
donations.  A significant  and  suc- 
cessful component  of  the  Asthma  Con- 
sortium has  been  the  development  of 
a weeklong  asthma  camp  during  the 
summer  for  children  with  asthma. 

Tobacco  control  has  been  a very 
prominent  issue  that  both  the  Lung 
Association  and  the  Thoracic  Society 
have  been  involved  with.  Our  Soci- 
ety, as  well  as  other  organizations. 


were  instrumental  in  helping  insure 
the  passage  of  the  Delaware  Health 
Fund.  This  health  fund  is  established 
with  tobacco  settlement  monies  and 
will  be  used  for  health  care  purposes. 

These  two  areas  of  tobacco  control 
and  asthma  have  benefited  from  the 
work  of  many  dedicated  volunteers  in 
our  Society  and  others.  Our  thanks 
goes  to  each  and  every  one  of  them 
for  their  commitment  to  the  prevention 
and  treatment  of  lung  disease. 

Albert  A.  Rizzo,  M.D. 

President 


DELAWARE  UROLOGICAL 
SOCIETY 

The  Delaware  Urological  Society  re- 
mains active  in  government  health 
policy  affairs,  particularly  in  the  area 
of  Medicare  payment.  As  we  all  know, 
the  Medicare  physicians  payment  is 
noticeably  different  in  many  special- 
ties due  to  changes  in  reimbursement 
policies  enacted  by  Congress  in  re- 
cent years. 

In  June  of  1997,  the  President  of  the 
Delaware  Urological  Society  was 
selected  by  the  American  Urological 
Association  and  other  surgical  spe- 
cialties to  open  dialogue  with  Senator 
Roth  (the  powerful  Chairman  of  the 
Finance  Committee)  on  present  and 
future  government  health  care  laws 
and  policies.  The  Senator’s  office  and 
Alex  M.  Raney,  M.D.  agreed  to  con- 
tinue this  communication  as  often  as 
needed. 

Other  issues  of  concern  to  urologists 
are  the  rapid  changes  in  the  delivery 
of  health  care  being  dictated  by  man- 
aged health  care  in  recent  years, 
faster  than  they  can  be  absorbed. 

Alex  M.  Raney,  M.D.,  F.A.C.S. 
President 
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MID-ATLANTIC  SOCIETY  OF 
RADIATION  ONCOLOGY 
(MASRO) 

Three  meetings  were  held  this  year: 

Williamsburg,  Virginia  - March 
27,  1999  Held  in  conjunction  with 
the  8®’  Annual  Case  Management 
Seminars  of  the  University  of  Vir- 
ginia “ Current  Approaches  in  Can- 
cer Therapy” 

Virginia  Beach,  Virginia  - Juiy 
17,  1999  “Management  of  Head 
and  Neck  cancers”  Dr.  Christo- 
pher Johnson 

McLean,  Virginia  - October  16, 
1999  25®*  Anniversary  meeting 

Topics:  Prostate  cancer -Dr.  Mack 
Roach  Breast  cancer-“STAR”  trial 
- Dr.  Christopher  Desch  Gamma 
Knife  Radiosurgery  Stereotatic 
body  frame  Dinner  speaker:  Chris- 
topher Rose  - President  of  Ameri- 
can Society  for  Therapeutic  Radi- 
ology and  Oncology  (ASTRO) 

OFFiCERS: 

President:  Dr.  Joseph  Ravalese  III 

Councilor  for  the  Affiliated  Regional  Ra- 
diation Oncology  Societies  (CARROS): 
Dr.  Donald  Tilton 

MASRO  instituted  the  administrative 
services  of  Mary  LaJudice  and  web 
page  services  of  Kristine  Riccardino 
of  the  Medical  Society  of  Delaware. 

Joseph  Ravalese,  III,  M.D. 

President 


PSYCHIATRIC  SOCIETY  OF 
DELAWARE 

The  Psychiatric  Society  of  Delaware 
continues  to  advocate  for  fair  and 
equitable  coverage  for  mental  illness. 
By  providing  mental  health  update  lec- 
tures, it  is  our  hope  to  develop  a better 
understanding  and  awareness  in  the 
medical  community  of  mental  illness. 

We  continue  to  work  on  membership 
development  and  enhancement.  We 
hope  to  increase  attendance  and  par- 
ticipation at  our  monthly  meetings.  The 
membership  is  the  Society,  and  we 
can  advocate  for  our  members  only  if 


we  have  open  dialogue.  Communica- 
tion with  the  general  membership  con- 
tinues to  be  a priority.  A link  from  the 
Medical  Society’s  web  page  to  a Psy- 
chiatric Society  webpage  is  being 
developed  and  we  anticipate  this  to  be 
anotheravenue  of  communication  with 
ourmembersandthe  public  in  general. 

In  the  wake  of  recent  social  and 
weather-related  disasters  affecting 
our  country,  our  Society  will  begin 
developing  a disaster  preparedness 
program  to  provide  a timely  response 
to  those  in  need  should  a disaster 
affect  our  area.  We  also  plan  to 
provide  assistance  and  information 
for  the  “National  Eating  Disorders 
Screening  Day,”  which  is  planned  for 
sometime  early  in  the  year  2000.  This 
event  will  focus  primarily  on  high 
school  students,  and  their  schools 
will  be  provided  with  a list  of  re- 
sources to  call  upon. 

We  continue  our  close  association 
with  the  Alliance  for  the  Mentally  III  in 
Delaware  (AMID)  and  the  Mental  Health 
Association. 

Mariam  Mammen,  M.D. 

President 

All  of  the  above  Medical  Specialty 
reports  were  filed. 


MEDICAL  SOCIETY  OF 
DELAWARE  ALLIANCE 

Greetings.  I am  pleased  to  report  on 
the  Alliance  progress  and  plans  for 
the  year  1999/2000.  We  were  looking 
for  a few  good  women,  and  here  is  the 
line-up. 

STATE: 

President 

Llyn  Balakhani  (NCC) 

Immediate  Past  President 

Elaine  Bradley  (KENT) 

President-Elect 

Linda  Panzer  (NCC) 

Vice-President/membership 

Kay  Hosmane  (SUSSEX) 

Treasurer/membership 

Jane  Henderson  (NCC) 

Secretary 

Rosalia  Ford  (KENT) 

Health  Promotions 

Sue  Saliba  (SUSSEX) 


AMA  Foundation 

Kay  Burkhard  (KENT) 

Editor 

Robbie  Chabalko  (NCC) 

Directors 

Robbie  Chabalko  (NCC) 

Carole  Maximo  (KENT) 

ShirinSaberi  (SUSSEX) 

Sue  Saliba  (SUSSEX) 

Positions  available: 

Parliamentarian,  by-laws,  finance,  pub- 
licity, resident  physician/medical  stu- 
dent spouse  liaison,  legislation,  long 
range  planning. 

NEW  CASTLE  COUNTY 

President:  Linda  Panzer,  Secretary: 
Nanci  Newcomb,  Treasurer:  Joan 
Donoho,  Health:  Goldie  Klein,  Editor: 
Robby  Chabalko,  Sunshine:  Dorothy 
Pecora,  Historian:  Jane  Frelick, 
Directors:  Joan  Fiss  and  Llyn  Balakhani, 
Special  Projects:  Mary  Colbourn 

KENT  COUNTY  KITCHEN  CABINET: 

Elaine  Bradley,  Betty  May  Hamilton, 
Carole  Maximo,  Rosalia  Ford,  Colleen 
O’Brien  Barnes. 

SUSSEXCOUNTYMOVERSANDSHAK- 
ERS:  Sue  Saliba,  Kay  Hosmane,  Shirin 
Saberi,  and  Kimberly  Zarif. 

Many  organizations  which  rely  on 
volunteers  to  provide  service  are 
suffering  in  this  era  of  busy,  busy 
family  life.  Model  paradigms  for  volun- 
teers, which  had  been  useful  for  pre- 
vious decades,  are  no  longer  so  suc- 
cessful. With  many  more  spouses 
working  full  time,  there  are  fewer 
volunteers  available  for  projects.  Cur- 
rent members  do  want  to  provide  ser- 
vice. They  want  their  service  to  make 
a contribution,  and  they  want  to  see 
results.  It  is  the  responsibility  of  the 
health  care  community  to  address 
social  problems  and  provide  leader- 
ship to  coordinate  among  volunteers 
who  can  provide  service.  Taking  these 
factors  into  account,  the  Medical  So- 
ciety of  Delaware  Alliance  recently 
tried  a new  venue  for  service.  It  was 
based  on  coordination,  cooperation, 
and  networking,  and  it  involved  chil- 
dren and  grandchildren  of  physicians, 
their  friends,  and  other  community 
volunteers  rather  than  just  Alliance 
members. 
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For  the  past  several  years,  the  Ameri- 
can Medical  Association  Alliance  has 
designated  the  second  Wednesday  in 
October  as  the  day  to  Stop  America’s 
Violence  Everywhere  or  SAVE  Day. 
The  focus  is  to  bring  public  attention  to 
the  growing  role  that  violence  is  hav- 
ing in  our  society.  State  health  projects 
chair,  Sue  Saliba,  the  wife  of  surgeon 
Anis  Saliba,  asked  each  county  to 
promote  SAVE  Day.  She  obtained 
copies  of  an  anti-violence  film,  “The 
Dating  Bill  of  Rights,”  to  be  shared  with 
local  high  schools  throughout  the  state. 
This  film  addresses  problems,  which 
can  often  happen  to  teenagers  when 
they  fail  to  understand  their  rights  in 
dating  situations.  In  addition,  in  Sus- 
sex County,  Sue  arranged  for  an  ex- 
hibition of  the  Silent  Witness  Program 
to  be  shown  in  the  lobby  of  Beebe 
Hospital.  This  powerful  exhibit  com- 
memorates the  Delaware  victims  of 
domestic  violence  by  telling  their  sto- 
ries. Sue  reserved  this  exhibit  through 
the  Domestic  Violence  Coordinating 
Project.  Visitors  to  the  hospital  were 
able  to  learn  some  suggestions  for 
providing  help,  which  could  make  a 
significant  difference  in  the  lives  of 
potential  victims.  Emergency  Room 
personnel  wore  special  Alliance 
“Hands  Are  Not  For  Hitting”  tee  shirts, 
to  focus  attention  on  this  special  day. 

In  New  Castle  County,  health  projects 
chair,  Goldie  Klein,  the  wife  of  pedia- 
trician Gershon  Klein,  determined  that 
the  Alliance  wanted  to  focus  on  chil- 
dren. It  was  decided  that  a program 
promoting  peaceful  conflict  resolution 
among  young  children  could  make  a 
lasting  contribution  that  might  have 
long  reaching  effects.  In  addition,  this 
SAVE  Day  promotion  could  be  coordi- 
nated with  the  YWCA’s  Week  Without 
Violence,  which  combined  the  efforts 
of  over  50  local  organizations  to  bring 
public  attention  to  this  community  prob- 
lem. It  also  had  the  added  benefit  of 
reinforcing  to  the  public  that  physi- 
cians are  concerned  about  the  grow- 
ing role  of  violence  in  our  society. 

The  AMAA  has  a national  children’s 
program  entitled  “Hands  Are  Not  for 
Hitting.”  Also,  they  have  published 
written  materials  in  the  “I  Can  Choose” 
series  which  illustrates  for  children 
that  violence  does  not  have  to  be  an 
option.  Life  is  all  about  making  choices. 


Children  can  learn  to  choose  not  to 
settle  disagreements  with  physical 
force.  Goldie  brought  together  a group, 
which  included  members  who  are 
former  teachers,  Helen  Geimeier, 
Georgia  Brereton,  and  Robby 
Chabalko.  Goldie  also  used  the  cre- 
ative talent  of  her  daughter-in-law, 
Lynn.  This  group  decided  that  a pup- 
pet show  might  be  the  most  effective 
means  to  address  young  children. 
They  decided  to  write  a short,  one-act 
play  to  show  that  talking  provides  a 
more  effective  means  of  problem  solv- 
ing than  hitting.  The  YWCA’s  Commu- 
nity Anti-Violence  Fair  at  the  Christiana 
Mall  could  be  the  proper  venue  for  this 
show.  New  Castle  County  president 
Linda  Panzer  encouraged  the  group. 
Goldie  located  a puppet  theater;  mem- 
ber Nanci  Newcomb  provided  pup- 
pets, which  represented  the  diverse 
population  of  children  in  a neighbor- 
hood. Member  Dorothy  Pecora  cre- 
ated two  more  puppets  to  round  out 
the  cast.  In  addition  to  the  puppet 
show,  copies  of  the  coloring  book 
from  the  “I  Can  Choose”  series  were 
located  in  Sussex  County,  and  tee 
shirts  and  placemats  illustrating 
“Hands  Are  Not  For  Hitting”  were  also 
found.  More  tee  shirts  were  needed  to 
make  this  project  a success.  The  New 
Jersey  Alliance  had  been  the  origina- 
tor of  the  “Hands  Are  Not  For  Hitting” 
motto.  Goldie  contacted  them  to  see  if 
any  more  tee  shirts  were  available. 
This  contact  led  her  on  a treasure 
hunt.  She  talked  to  the  former  health 
projects  chair  for  New  Jersey  who 
knew  that  the  New  York  Alliance  had 
a large  supply  of  tee  shirts  left  over 
from  a health  promotion.  Goldie  con- 
tacted the  New  York  Alliance  presi- 
dent who  was  delighted  to  share  the 
shirts  with  Delaware.  There  was  no 
charge.  On  the  day  of  the  event  many 
volunteers  (which  included  the  chil- 
dren and  grandchildren!  of  physicians) 
helped  make  the  effort  a huge  suc- 
cess. A special  thank  you  goes  to 
college  student  Rob  Panzer  who  was 
a puppeteer  extraordinaire  and  quite 
popular  with  the  children.  More  than 
75  children  benefited  that  day.  In  ad- 
dition to  learning  that  “Hands  Are  Not 
For  Hitting,”  they  learned  that  physi- 
cians do  care  about  the  quality  of  life 
in  our  community. 


The  AMAA  provides  a vast  network  of 
resources  available  to  help.  Physician 
spouses  throughout  the  country  ad- 
dress similar  community  problems.  It 
is  through  this  networking  that  much 
can  be  accomplished. 

Other  accomplishments  include  the 
Blue  Rocks  game  with  fireworks  in 
June  which,  in  addition  to  providing 
great  family  fun  and  fellowship,  raised 
$425  for  DMEF.  Linda  Panzer,  New 
Castle  County  president,  held  a beau- 
tiful Membership  Tea  at  the 
Balakhani’s.  Micki  Altschuler  brought 
her  collection  of  beautiful  jewelry  cre- 
ations and  donated  ten  percent  of  her 
profits.  Linda  Panzer  also  provided  a 
make-up  artist  and  hairpiece  special- 
ist, as  well  as  raffle  items  (including  a 
chicken  soup  basket  for  an  ailing  Al- 
liance member),  which  brought  in  close 
to  $500  for  charity. 

Nearly  50  members  of  the  Kent  County 
Medical  Society  Alliance  celebrated 
their  50*'’  Anniversary  with  a luncheon 
at  the  Blue  Coat  Inn  on  the  21®*  of 
October.  Dr.  Begley  attended  and  rec- 
ognized the  important  role  of  the  Kent 
County  Medical  Society  Alliance  within 
the  community.  The  next  event  in  the 
planning  includes  a shelter  shower. 
In  the  past  year,  the  Kent  County 
Medical  Society  Alliance  has  been 
contacted  by  several  high  schools  for 
scholarships  on  behalf  of  students 
who  are  interested  in  continuing  edu- 
cation in  health-related  fields. 

Sue  Saliba  from  Sussex  County  Alli- 
ance, who  has  spent  years  in  anti- 
violence efforts  including  work  as  a 
court-appointed  victims  advocate  for 
women  and  children,  summarized  the 
Alliance  role  in  four  points:  1)  to 

promote  health  in  the  community;  2)  to 
assist  the  AMA  and  MSD  in  supporting 
its  legislative  efforts  and  agenda;  3)  to 
raise  funds  for  AMAF  and  DMEF;  and 
4)  recruiting  and  retaining  members. 

We  see  ourselves  as  complementing 
and  supporting  the  efforts  and  agenda 
of  the  AMA  and  the  Medical  Society  of 
Delaware,  and  we  need  your  support 
in  return  by  encouraging  your  spouses 
to  support  the  Alliance.  Our  efforts 
individually  may  seem  small,  but  to- 
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gether  we  can  do  marvelous  things 
for  others  and  have  fun  together  on 
the  journey.  Come  see  how  far  cre- 
ative spouses  can  stretch  $50!  That’s 
federated  dues:  national,  state  and 
county.  What  a deal! 

Future  Fundraiser 

Calling  all  medical  families  singularly 
or  in  groups  who  enjoy  cooking/enter- 
taining with  your  favorite  foods  (gour- 
met, ethnic,  soul,  old  fashioned,  etc.). 
The  Alliance  would  like  to  start  a “Din- 
ner of  the  Month  Club.”  We  could 
charge  $50  per  person  with  the  pro- 
ceeds going  to  the  charity  of  your 
choice.  Please  let  me  know  your 
thoughts. 

Llyn  Balakhani 
President 

The  report  was  filed. 


LEGISLATIVE  SPECIALIST 

The  first  session  of  the  MO""  General 
Assembly  will  probably  be  remembered 
first  for  what  the  legislature  failed  to  do 
last,  that  is  pass  the  Capital  Budget 
(Bond  Bill).  July  1®*  came  and  went 
without  a consensus  on  spending,  and 
taxes,  which  meant  both  sides  could 
not  come  together  on  how  to  spend 
around  a $400  million  surplus.  On  July 
1 9**"  the  Bond  Bill  Committee  and  General 
Assembly  leadership  worked  through 
their  disagreements  and  produced  a 
package  that  was  voted  upon  in  the  first 
week  of  August. 

The  tax  cut  package  reduced  the  gross 
receipt  tax  by  25  percent  for  manufac- 
turers; the  pension  exclusion  increased 
from  $5,000  annually  to  $12,500.  The 
personal  income  tax  was  reduced  to 
less  than  six  percent  with  5.95  percent 
as  the  top  rate. 

In  regards  to  spending  it  is  noteworthy 
that  the  operating  budget  exceeded  $2 
billion.  The  Bond  Bill  was  increased  by 
more  than  $1 00  million  to  $479.5  million. 
Also  of  interest  is  HB  103,  introduced  by 
Representative  Capano,  known  as  the 
Astra  Bill  (Zeneca),  which  amends  Title 
30  of  the  Delaware  Code  adding  a re- 
search and  development  tax  credit 
which  will  substantially  impact  those 
companies  that  carry  out  scientific  re- 
search. 


The  first  legislative  session  in  the  new 
millennium  should  see  efforts  to  reform 
education,  reign  in  government  spend- 
ing, and  sustain  positive  economic 
growth  in  our  state. 

Total  state  spending: 

Operating  Budget 

$2,357,760,400.00 

Twenty-first  Century  fund 

57.000. 000.00 

Bond  Bill  Authorizations 

479.500.000. 00 

Grants-in-Aid 

33.046.000. 00 

Transportation  Trust  Fund 

189.100.000. 00 

Total:  $3,116,406,400.00 

In  the  health  care  area,  the  Medical 
Society  had  quite  an  active  session. 
Some  of  the  legislation  of  interest: 

SB  48  (Blevins),  the  bill  requires  man- 
aged care  organizations  to  have  a 
medical  director  who  is  licensed  in  the 
state  of  Delaware.  An  amendment 
attached  to  SB  48  states  that  any 
decision  to  deny  a covered  service 
shall  be  rendered  by  a physician.  This 
bill  was  signed  by  the  Governor. 

SB  8,  this  bill  creates  the  Delaware 
Health  Fund  which  will  target  monies 
received  by  Delaware  under  the  na- 
tional tobacco  settlement  agreement 
for  the  purposes  of  expanding  ac- 
cess to  health  care,  promoting  healthy 
lifestyles  and  mitigating  the  effects  of 
disease.  Under  this  legislation,  the 
Delaware  Health  Fund  Advisory  Com- 
mittee has  established  to  provide  rec- 
ommendations to  the  Governor  and 
the  General  Assembly  for  expanding 
monies  under  this  fund.  This  bill  was 
signed  by  the  Governor. 

HB  366  (DiPinto),  introduced  at  the 
request  of  the  Medical  Society,  would 
permit  collective  bargaining  negotia- 
tion for  physicians  in  the  state.  This 
bill  was  introduced  in  June  1999  and 
could  possibly  be  acted  on  in  the  next 
session. 

SSI  to  SB  6 (McBride),  addresses 
prescription  drug  payment  assistance 
for  low-income  residents.  This  act 
will  assist  low-income  seniors  and 
disabled  citizens  with  payment  of  pre- 


scription drug  costs.  To  be  eligible,  a 
person  must  be  a United  States  citizen 
or  lawfully  admitted  alien,  65  years  or 
older  or  disabled  by  criteria  estab- 
lished by  Title  II  of  the  Social  Security 
Act  and  be  a resident  of  Delaware,  be 
ineligible  for  Medicaid  and  the  Nemours 
Foundation,  and  have  an  annual  in- 
come of  less  than  200  percent  of  the 
federal  poverty  level  (the  federal  pov- 
erty level  is  computed  each  year  as  of 
March  8,  1999,  currently  $8,420  an- 
nual income  for  one  person  and 
$1 1 ,060  annual  income  for  a husband 
and  wife).  For  more  information  re- 
garding this  bill,  call  the  Medical  Soci- 
ety. The  bill  was  signed  by  the  Gov- 
ernor. 

SB  53  (Sokola),  addresses  liability  for 
certain  health  care  treatment  deci- 
sions. This  bill  provides  a cause  of 
action  for  individuals  suffering  harm 
because  of  health  insurers’  negligent 
participation  in  the  health  care  deci- 
sion making  process. 

It  also  permits  a legal  cause  of  action 
if  a health  insurance  company  negli- 
gently denies  payment  of  contractu- 
ally provided  treatment. 

Listed  above  are  some  of  the  bills  I feel 
are  of  interest  to  the  members  of  the 
Society.  If  there  are  any  additional 
bills  that  you  may  want  clarification 
on,  please  contact  the  Medical  Soci- 
ety of  Delaware. 

Philip  J.  Corrozi 
Legislative  Specialist 

The  report  was  filed. 


PHYSICIANS  EMERITUS  OF 
DELAWARE 

This  group  meets  three  times  in  a year 
for  a luncheon  preceded  by  a half- 
hour  social  followed  by  an  invited 
speaker. 

In  1999,  three  meetingswere  held.  On 
April  21 , 1999,  Ms.  Jamie  Lemole  and 
her  staff,  even  including  her  husband 
Gerald  M.  Lemole,  M.D.,  presented  a 
comprehensive  overview  of  “Alter- 
native Therapies.”  On  June  12,  1999, 
Robison  D.  Harley,  M.D.,  spoke  on 
“Onchoceriasis”  and  his  personal 
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experiences  in  diagnosing  and  elimi- 
nating this  disease  in  Panama  during 
WWII.  October  12,  1999,  we  heard 
Richard  T.  Gallery,  M.D.,  Medical  Ex- 
aminer, discuss  the  Grossberg/ 
Peterson  case. 

Attendance  is  approximately  75  and 
we  encourage  wives,  widows,  hus- 
bands and  widowers  to  attend.  This 
group  has  also  been  the  catalyst  to 
obtain  works  of  art  donated  by  mem- 
bers of  the  profession  and  these  can 
be  seen  throughout  the  Delaware 
Academy  of  Medicine. 

Davis  G.  Durham,  M.D. 

President 

The  report  was  filed. 


RESOLUTION  99-3 
(Late  Resolution) 

Introduced  by: 

Janis  G.  Chester,  M.D. 

Subject: 

Discriminatory  T reatment  of  Psychiat- 
ric Illness  and  Psychiatrists  by  the 
Insurance  Industry 

Whereas,  United  HealthCare’s  new 
policy  to  eliminate  the  pre-authoriza- 
tion requirement  for  treatment  has  spe- 
cifically excluded  mental  health;  and 
Whereas,  managed  care  utilization  re- 
view has  realized  a three  percent 
reduction  in  medical  and  surgical  costs 
to  the  insurance  industry  as  com- 
pared to  a 25  percent  reduction  in  cost 
for  the  treatment  of  psychiatric  ill- 
ness; and 

Whereas,  psychiatric  illness  is  at  least 
as  disabling  as  other  types  of  medical 
illnesses;  and 

Whereas,  all  patients  should  be  al- 
lowed equal  access  to  treatment;  and 

Whereas,  mentally  ill  patients  are  al- 
ready subject  to  stigmatization  and 
therefore  less  likely  to  protest  deci- 
sions made  by  insurance  agencies; 
and 


Whereas,  all  physicians  should  be 
treated  with  equal  respect;  and 

Whereas,  the  American  Medical  As- 
sociation stands  for  the  House  of 
Medicine;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of 
Delaware  ask  the  American  Medical 
Association  to  petition  United 
Healthcare  for  consistency  in  utiliza- 
tion review  and  precertification  poli- 
cies; and  be  it  further 

Resolved,  that  the  Medical  Society  of 
Delaware  ask  the  American  Medical 
Association  to  petition  all  insurance 
agencies  to  treat  psychiatric  patients 
no  differently  than  they  treat  any  other 
patients  with  respect  to  utilization  re- 
view and  precertification  policies;  and 
be  it  further 

Resolved,  that  the  Medical  Society  of 
Delaware  ask  the  American  Medical 
Association  to  petition  all  insurance 
agencies  to  afford  the  same  degree  of 
authority  to  psychiatrists  as  they  af- 
ford to  all  other  physicians. 

It  was  decided  that  this  resolu- 
tion should  be  presented  to  the 
House  of  Delegates.  The  commit- 
tee feels  this  is  an  important  is- 
sue because  it  is  related  to  pa- 
tient care,  and  is  timely  as  It  is  in 
response  to  an  insurance 
company’s  announcement  made 
within  the  last  few  weeks.  There- 
fore, it  was  not  possible  to  sub- 
mit this  resolution  prior  to  hand- 
book distribution.  The  commit- 
tee urged  to  not  lose  momentum 
on  this  issue  simply  due  to  the 
tardiness  of  its  submission. 

The  resolution  was  considered 
in  the  House  and  semantically 
clarified  that  "agencies"  refers  to 
insurance  carriers  or  companies. 
Resolution  was  adopted.  (Del- 
egates presented  the  resolution 
to  the  AMA  at  the  Interim  Meeting 
in  December) 
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MSlD's  2]LO)t]hi 
AiniiniiuLal  Mceetiunig^ 


Philip  Corrozi,  MSD  Legislative  Specialist,  Mark  A.  Meister, 
Sr.,  MSD  Executive  Director,  and  Michael  A.  Alexander,  M.D., 
MSD  President. 


Martin  G.  Begley,  M.D.,  presenting  Michael  S.  Katz,  M.D.  with 
the  Medical  Society's  Special  Recognition  Award. 


Martin  G.  Begley,  M.D.,  presenting  Michael  J.  Bradley,  D.O. 
with  the  Medical  Society's  Special  Recognition  Award. 

A 
\W 
A 
]RL 


Martin  G.  Begley,  M.D. , passes  the  Presi- 
dency on  to  Michael  A.  Alexander,  M.D. 


Martin  G.  Begley,  M.D.,  presenting  Mark  A.  Meister,  Sr.,  MSD 
Executive  Director,  with  the  President's  Award. 


Martin  G.  Begley,  M.D.,  presenting  Rafael  Zaragoza,  M.D. 
with  the  Daniel  A.  Alvarez,  M.D.  Distinguished  Service  Award. 
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Jonathan  Saunders,  M.D.,  provides  suturing  instruction. 


Nov(e]nnilb)(e]r 

]1999) 


Complimentary  blood  screenings 
by  Lab  Corp 


Michael  Axe,  M.D.,  demonstrates 
proper  splinting  techniques  for 
orthopaedic  injuries. 


SciLeinititfiLC 

SessiLoini 


Basic  life  support  training 


Leo  Raisis,  M.D.,  demonstrates  the  application  and  removal 


(CPR  and  SAED  recertification) 


of  casting  for  orthopaedic  injuries. 
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The  Physicians’  Advocate  \ 

OSHA  Training  for  the  Medicai 

“Bloodborne  Pathogens:  A Sharper  Image” 

Why  does  your  office  need  an  annual 
on  bloodborne  pathogens? 

• It’s  a federal  requirement 

• 5.6  million  workers  in  the  health  care  industry  and  related  occupa- 
tions are  at  risk  of  occupational  exposure  due  to  bloodborne  patho- 
gens, including  HIV,  hepatitis  B,  and  hepatitis  C. 

• A single  accident  at  your  office  could  result  in  fines,  malpractice 
suits  and  negative  press. 


Program  Prese  " 
Office 


OSHA  update 


About  the  Program 

OSHA  is  serious  about  enforcing  its  bloodborne  pathogens  standard  that  requires 
physicians  in  independent  practices  to  not  only  provide  annual  OSHA  training  for 
their  employees,  but  also  to  use  engineering  controls,  including  new  safe-needle 
technology,  to  reduce  needlesticks  and  other  sharps  injuries. 

The  Medical  Society  of  Delaware,  through  the  Physicians’  Advocate  office,  offers 
annual  training  on  bloodborne  pathogens  for  your  employees,  in  your  office, 
at  your  convenience.  The  training  program  includes  Information  on  new 
safe-needle  devices  and  a list  of  web  sites  to  obtain  information  on 
where  to  purchase  these  new  devices. 

The  training  session  is  conducted  by  a registered  nurse  from  the  Physicians’  Advocate 
office.  The  length  of  the  program  is  approximately  one  hour  and  includes  a 20-minute 
video,  quiz,  and  a question  and  answer  session.  Information  on  new  products 
designed  to  help  prevent  needlestick  injuries  will  also  be  reviewed. 

The  cost  of  the  program  is  $125  plus  expenses. 
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For  More  Information 

If  you  have  questions  or  would  like  to  register  your  office  for  this  very 
important  — and  required  — training,  please  call  Karen  Melnick,  R.N. 

302-658-7586  or  800-348-6800 
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On  The  Cover 

Maxfield  Parrish  - Tramp's  Dinner 
C.1905 

Maxfield  Parrish’s  successful  career  in  magazine  illustration  included  an  exclusive  contract  with  Collier’s  signed  in  1904.  The 
financial  security  of  a job  and  the  large  format  of  Collier’s  covers  appealed  to  Parrish.  The  humorous  Tramp’s  Dinner  served  as 
the  Thanksgiving  cover  in  1 905  in  a series  of  covers  devoted  to  holidays  and  the  seasons.  The  device  of  placing  the  figure  against 
a broad  expanse  of  sky  was  used  in  the  Harvest  cover  of  the  preceding  month  and  reappeared  often  in  Parrish’s  work. 

After  1900  Parrish  painted  his  illustrations  almost  exclusively  with  oil  glazes  on  paper  that  had  been  dampened  and  attached  to 
a board.  His  painstaking  glazing  technique  demanded  long  periods  of  time  to  allow  the  glazes  and  varnish  to  dry;  thus  Parrish  often 
worked  on  a series  of  paintings  simultaneously,  glazing  one  while  the  others  were  drying.  Before  beginning  the  laborious  glazing 
process,  Parrish  photographed  models  whom  he  had  carefully  posed  in  costume.  Then  he  projected  the  lantern  slides  on  paper 
in  a darkened  room  and  traced  around  the  image,  making  adjustments  in  the  design. 
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The  LDL  cholesterol  should  be  pushed  as  low 
as  possible  in  patients  with  coronary  disease. 
Robert  A.  Vogel,  M.D.,  University  of  Maryland 
School  of  Medicine  vs.  Sergio  Fazio,  M.D.,  PhD, 
Vanderbilt  University  Medical  Center 
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Duke  University  Medical  Center 
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Papastavros’  Associates  Medical  Imaging, LLC 
Committed. . . To  you  and  your  patients! 
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JLJy  maintaining  a leadership  role  in  the  deliv- 
ery of  high-quality  healthcare,  Papastavros’ 
Associates  Medical  Imaging, LLC 
provides  a full  spectrum  of  quality,  state-of- 
the-art  diagnostic  imaging  services  in  a caring 
and  comfortable  environment. 


Imaging  services  provided  include: 
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highly  trained  technicians  and  dedicated 
professionals. 

• OB  and  breast  sonography,  echocardiography, 
cardiac  stress  and  doppler  scans. 

• Stereotactic  breast  biopsy,  the  latest 
technological  advance  in  breast  cancer  detection 

• Dual  Energy  Bone  Densitometry  to  detect  and 
monitor  osteoporosis  comfortably,  quickly, 
safely  and  precisely 


Papastavros’ 

Associates 

MED.ICAL 


We’re  there  where  you  need  us! 


VK  are  pleased  to  welcome  new 
facilities  in  Milford,  Lewes  and 
Glasgow.  Full  service  imaging  includ- 
ing a technically  advanced  “Open” 

MRI  for  claustrophobic,  pediatric,  and 
handicapped  patients  is  now  available 
at  our  office  in  the  Glasgow 
Medical  Center. 

• Wilmington 
1701  Augustine  Cut-Off 
Suite,  100,  Bldg.  W 
Wilmington,  DE  19803 
(302)  652-3016 

• Glasgow 

2600  Summit  Bridge  Road, 

Suite  122 

Glasgow,  DE  19702 
(302)  832-5590 

• Newark 

40  Polly  Drummond  Hill  Road, 
Suite  100,  Bldg.4, 

Newark,  DE  19711 
(302)  737-5990 

• Healthcare  Center  at  Christiana, 
200  Hygeia  Drive, 

Newark,  DE  19702 
(302)  421-2121 


Other  Convenient  Locations: 

1508  Pennsylvania  Avenue  (302)  655-4042 
2700  Silverside  Road  (302)  478-1 100 
1805  Foulk  Road  Suite  1 (302)  475-8036 
420  Christiana  Medical  Center  (302)  368-3959 
1320  Philadelphia  Pike  (302)  792-2529 


1941  Limestone  Road  (302)  633-9873 

702  Delaware  Street,  New  Castle  (302)  328-1502 

Omega  Professional  Center  (302)  738-5500 

5317  Limestone  Road  (302)  239-9415 

550  Stanton-Christiana  Road  (302)  633-9910 


314  E.  Main  St.,  Newark,  (302)  455-0775 
111  Railroad  Ave.  Elkton,  MD  (410)  392-6155 
556  S.  DuPont  Hwy,  Milford,  (302)  424-4163 
1539  Savannah  Rd.,  Lewes  (302)  655-2590 
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other  Services  Available  At: 
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Medical  Center 


1941  Limestone  Road 
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• Medical  Aid  Unit 

• Laboratory 
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• Laboratory 

• X-Ray 


LabCorp — Charting  New  Frontiers 
in  Research  and  Technoiogy 


As  one  of  the  largest  independent  clinical  laboratories 
in  the  United  States,  LabCorp,  based  in  Burlington, 
North  Carolina,  is  a silent,  but  full,  partner  in  the 
physician/patient  relationship,  and  the  laboratory  of 
choice  for  occupational  testing.  By  getting  physicians. 


hospitals,  and  employers 
the  accurate,  reliable  data 
they  need  in  a timely 
fashion  and  by  pioneering 
new,  cutting-edge  testing 
procedures,  LabCorp  plays 
a critical  role  in  the 
processes  of  patient 
diagnosis,  treatment,  and 
monitoring,  and 
employment  testing. 


LabCorp  is  the  only  commercial  lab  to 
offer  the  VircoGEN  genotypic  assay  for 
enhanced  detection  of  HIV  mutations, 
enabling  speedy  diagnoses  as  well  as  the 
ability  to  predict  the  drug  resistances  of 
an  individual’s  particular  HIV  strain. 


Delaware  Laboratory 
212  Cherry  Lane 
New  Castle,  DE  19720 
302-655-5227 
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INSTRUCTIONS  TO  AUTHORS 

The  Delaware  Medical  Journal  (DMJ)  is  owned  and  published 
by  the  Medical  Society  of  Delaware  as  a medium  of 
communication,  education  and  expression  for  its  members, 
and  also  for  others  striving  for  excellence  in  medical  practice. 
Articles  in  the  DMJ  are  intended  to  be  scientific  and 
educational  and  are  not  intended  to  reflect  standards  of 
medical  care.  All  material  published  is  under  copyright.  On 
receipt  of  material  submitted  for  publication,  a suitable 
release  form  will  be  sent  for  signature  by  all  authors. 

Scientific  articles  on  medical  matters  are  especially 
welcomed,  including  case  reports,  clinical  experiences, 
observations  and  information  on  matters  relevant  to 
medical  practice.  Other  material  may  also  be  accepted  if  the 
editorial  staff  deems  it  of  interest  to  DMJ  readers.  All 
submissions  should  include  a brief  summary  and  a brief  (one 
to  two  sentence)  biographical  sketch  of  all  authors. 

It  is  highly  recommended  that  authors  familiarize 
themselves  with  DMJ  style  before  submitting  manuscripts 
for  consideration. 

All  material  for  publication  should  be  submitted  on  a 3 1/2" 
computer  diskette  in  Word  6.0.  A printout  of  the  manuscript 
must  accompany  the  disk.  Manuscripts  may  also  be 
submitted  in  paper  form  (typed  or  printed  out  on  good- 
quality  paper  - one  side  only,  one-inch  margins),  though 
computer  disk  is  preferable.  The  ideal  manuscript  length  is 
two  to  12  pages  with  up  to  12  references,  each  keyed  with 
superscripts  in  the  text  in  the  order  cited.  The  format  should 
follow  that  used  in  the  Index  Medicus.  Authors  are 
responsible  for  the  accuracy  of  the  citations. 

Graphs,  charts  and  black-and-white  glossy  photographs  are 
accepted  if  important  to  the  understanding  of  the  text,  but 
should  not  exceed  four  or  five  pieces.  Each  should  have  a label 
affixed  on  its  back  indicating  its  name,  number,  and  “top.”  A 
separate  legend  should  be  provided  for  each.  Do  not  write  on 
the  back,  or  scratch  or  mar  them  using  paper  clips.  Do  not 
mount  them  on  cardboard. 

Photos  of  patients  should  generally  be  taken  in  a way  that 
obscures  the  patient’s  identity.  Photos  in  which  a patient’s 
face  must  be  clearly  seen,  however,  must  be  accompanied  by 
signed  release  forms. 

All  manuscripts  are  reviewed  by  the  editor  and  all  scientific 
articles  are  then  sent  for  peer  review  by  members  of  the 
Editorial  Board  and/or  other  appropriate  physicians.  The 
usual  processing  time  to  publication  is  two  to  four  months, 
though  in  some  circumstances  this  may  be  longer  or  shorter. 
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We  know  all  about  protecting 
the  things  you  value.  And  one 
of  your  most  valuable  assets  is 
your  ability  to  practice.  Medical 
liability  insurance  protects  your 
profession  and  your  livelihood. 

Since  1982,  your  MSDIS 
insurance  brokerage  has  provided 
you  with  competent  service  and 
quality  medical  malpractice  insur- 
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successful  health  insurance  product 
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without  compromise. 


Diagnostic  Imaging  Associates  is  pleased  to 
introduce  the  highest  strength  magnet  available 
for  the  millennium:  GE  l.S  Tesla  Signa  MRI. 

The  new  wide-open,  shorter  bore  magnet 
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the  strength  of  the  magnet  or  the  university 
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Delaware  to  be  accredited  by  the  American 
College  of  Radiology. 
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• STAT  patients  prioritized 
for  quick  service. 

• State-Of-The-Art  custom 
film  studies  delivered 
within  48  hours. 


For  further  information  or  for  centralized  scheduling,  call  (302)  656-4MRI. 


Ka-KhyTze,  M.D. 

Co-Director, 
ABR,  ASNR, 
ASHNR,  ASSR, 
CAQ.  Neuroradiologf 


Joseph  R.  Peacock,  M.D.  Philip  W.  Chao,  M.D. 


Co-Director, 
Mammography 
Body  CTAJltrasomid 


ABR,  ASNR, 
C.A.Q.  Neuroradiology 


Rita  Gottesman,M.D. 

ABR, 

Matnmog'aphy 
Body  CT/Ultrasound 


Myung  Soo  Lee,M.D. 

ABR,  ASNR, 
CA.Q.  Nemwadiology 
CAQ.  Pediatiic  Radiology 


Ralph  Noah,M.D. 

ABR, 

Mammog-aphy, 
Body  CT AJlnasoimd 


Four  Locations  To 
Serve  You.  Call  For 
More  Information 
(302)  6S6-4MR1 


Diagnostic  Imaging  Associates.  P.A. 

Visit  Us  On  The  Web:  www.diaradiology.com 

WILMINGTON  • NORTH  WILMINGTON  • NEWARK  • PIKE  CREEK 


ISSN  001 1-7781 


DELAWARE 

MEDICAL 

JOURNAL 

Official  Publication 

of  the  Medical  Society  of  Delaware 

1 925  Lovering  Avenue 
Wilmington,  Delaware  1 9806-2166 


Editor-in-Chief 

G.  Stephen  DeCherney,  M.D.,  M.P.H. 

Associate  Editors 
Peter  V.  Rocca,  M.D. 

Michael  R.  Zaragoza,  M.D. 

Managing  Editor 

Kristine  M.  Riccardino 

Pubiication  and 
Editoriai  Committee 

Louis  E.  Bartoshesky,  M.D. 

Evan  H.  Crain,  M.D. 

Andrew  J.  Doorey,  M.D. 

Steven  L.  Edell,  D.O. 

Galicano  F.  Inguito,  M.D. 

Rebecca  Jaffe,  M.D. 

NeilS.  Kaye,  M.D. 

James  F.  Lally,  M.D. 

Allan  Levy,  D.O. 

Joseph  A.  Lieberman  III,  M.D.,  M.P.H. 
Lawrence  M.  Markman,  M.D. 

E.  Wayne  Martz,  M.D. 

Shahia  Mousavi,  M.D. 

James  H.  Newman,  M.D. 

Robert  E.  O'Connor,  M.D. 

Stephen  R.  Permut,  M.D. 

Edward  F.  Quinn  III,  M.D. 

Leo  W.  Raisis,  M.D. 

Anthony  C.  Sciscione,  D.O. 

Robert  P.  Stanton,  M.D. 

Editor  Emeritus 

E.  Wayne  Martz,  M.D. 

Former  Editors 

Robert  B.  Flinn,M.D. 

Bernadine  Z.  Paulshock,  M.D. 


VOLUME  72  MARCH  2000  NUMBER  3 


CONTENTS 


117  PRESIDENT’S  PAGE 

A Word  About  Regulation  80 
Michael  A.  Alexander,  M.D. 


119  THE  BUSINESS  OF  MEDICINE 

Regulation  80 

Donna  Lee  Williams 

123  SCIENTIFIC  ARTICLE 

Shoulder  Pain  in  a Child:  A Case  Presentation  of 
Ganglioneuroblastoma 

Richard  D.  Mainwaring,  M.D.  — Regina  M.  Mealy,  B.S. 
Anne  F.  Reilly,  M.D.  — Katrina  A.  Conard,  M.D. 


127  EDITORIAL 

Politics  as  Usual,  Health  Reform  2000 

G.  Stephen  DeCherney,  M.D.,  M.P.H. 

135  PROCEEDINGS  - PART  III: 
REFERENCE  COMMITTEE  C 

146  INDEX  TO  ADVERTISERS 


ON  THE  COVER:  Anthony  Van  Corlear,  Trumpeter  of  New  Amsterdam, 
c.  1896.  Leaded  glass.  Designed  by  Howard  Pyle  (1853-1911);  executed 
by  Tiffany  Studios.  Commissioned  by  the  Colonial  Club  In  New  York  City 
and  installed  in  a stairway  landing.  On  view  at  the  Delaware  Art  Museum, 
where  it  has  been  part  of  the  permanent  collection  since  1984. 


Entered  as  second-class  matter  June  28, 1 929,  at  the  Post  Office  at  Wilmington,  Delaware,  under  the  act  of  March  3, 1 879.  Issued  monthly.  Periodicals  postage  paid 
at  Wilmington,  Delaware.  Copyright  2000  by  the  Medical  Society  of  Deiaware.  Indexed  in  "Hospital  Literature  Index"  and  "Index  Medicus."  Available  through 
University  Microfilms.  The  Delaware  Medical  Journal  does  not  hold  itself  responsible  for  statements  made  by  any  contributor  or  advertiser.  Annual  subscription  rates 
are  $25  for  domestic  and  $40  for  overseas.  Single  copies  are  $2.50.  Advertising  copy  is  accepted,  subject  to  the  approval  of  the  Publication  and  Editoriai  Committee 
of  the  Medical  Society  of  Delaware.  For  information  about  advertising,  call  the  Journal  office  at  (302)  658-7596.  Cover  design  by  Aloysius,  Butler  8i  Clark. 


High-Tech  Equipment. 

Superb  Patient  Care  and  Comfort. 
Unsurpassed  Radiological  Expertise. 


The  recent  addition  of  a third  state-of- 
the-art  MRl  magnet  offers  patients  and 
physicians  several  advantages: 

• A shorter  and  wider  magnet,  making 
the  exam  less  stressful  for  claustrophobic 
patients 

• Enhanced  ability  to  image  stroke  patients 

• Increased  detail  of  images 

Appointments  available  Monday  through 
Friday,  6 a.m.  to  midnight;  Saturday  and 
Sunday  scheduling  available. 

State-of-the-art  mammography,  x-ray  and 
ultrasound  services  continue  to  be  available 
at  our  Brandywine  Hundred  location  in 
Foulkstone  Plaza. 


FOR  CENTRALIZED  SCHEDULING, 
CALL  302-731-9860 

FOULKSTONE  PLAZA 
1401  FOULK  ROAD, 

WILMINGTON,  DE  19803 
302-477-4300 

MEDICAL  ARTS  PAVILION 
4751  OGLETOWN -STANTON  ROAD 
NEWARK,  DE  19713 
302-731-9800 

Most  insurance  companies  accepted. 
Mammography  accredited  by  the 
American  College  of  Radiology. 


Christiana  CARE 

Imaging  Services 


PRESIDENT'S  PAGE 


A Word  About  Regulation  80 

Michael  A.  Alexander,  M.D. 


“There  are  rules  to  horse  ridin’,  but  the  horse 
won’t  necessarily  know  them.”  Texas  Bix  Bender 

In  January  we  had  a chance  to  meet  with  the 
Honorable  Donna  Lee  Williams  the  Insurance 
Commissioner  of  Delaware  and  share  with  her 
some  of  our  concerns  about  the  health  insurance 
industry.  We  had  a nice  meeting  and  at  one 
point  we  turned  to  Delaware  Regulation  80  and 
her  ability  to  help  with  the  delay  in  payments 
that  we  have  with  a number  of  insurance  com- 
panies. She  reviewed  the  process  for  us  and  we 
discussed  how  her  office  had  helped  several 
practices  with  getting  paid.  We  reviewed  all  the 
steps  her  office  had  taken  on  behalf  of  doctors 
and  her  disappointment  that  the  physicians  had 
not  assisted  her  with  their  part  of  the  process. 
In  order  for  Ms.  Williams  to  do  her  job  she  needs 
two  things  from  us. 

First,  we  need  to  make  her  office  aware  when  we 
have  a clean  claim  that  is  more  than  45  days 


Michael  A.  Alexander,  M.D.,  practices  pediatric  physical 
medicine  and  rehabilitation  at  A.  I . du  Pont  Hospital  for  Chil- 
dren in  Wilmington,  Delaware.  He  is  the  president  of  the 
Medical  Society  of  Delaware. 


out.  The  second  part  of  our  obligation  and  where 
doctors  have  let  her  down  is  that  when  her  office 
has  established  a pattern  of  practice,  which 
violates  the  rule,  the  physician  or  one  of  his  staff 
must  be  willing  to  serve  as  a witness  and  testify 
at  the  formal  hearing.  As  a rule,  your  practice 
supervisor  or  one  of  your  billing  personnel  will 
be  adequate  for  the  formal  hearing.  We  do  not 
need  to  take  time  from  our  practices  for  the 
insurance  commissioner  to  do  her  job.  The 
process  does  require  live  testimony  on  your 
behalf. 

“It’s  always  a bit  confusin’  when  somethin’  goes 
right.”  T.B.B.  Itis  my  hope  that  by  understanding 
how  the  process  should  work,  physicians  will  step 
up  to  do  their  part.  Her  office  is  itchn’  to  go  to  bat 
for  us — aU  we  need  to  do  is  follow  through.  Please 
read  the  report  Donna  Lee  Williams  prepared  for 
this  issue  and  if  you  have  any  questions  feel  free  to 
contact  her  office  or  the  society  office. 

Michael  A.  Alexander,  M.D. 

President 
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Seminar  tuition  is  $50  per  person. 

Each  seminar  offers  the  choice  of  a morning  or  afternoon  session. 

Compliance,  Coding  and  Documentation  for  the  Medical  Office  Staff 
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Regaining  Control  of  Your  Practice:  Cost  Effective  Compliance  for  the  Medical  Office 
Session  1: 11:00  a.m.  to  12:30  p.m.  • Session  2:  5:30  p.m.  to  7:00  p.m. 


For  more  information  or  to  register.. .call  215.972.0701 


seminar  two 


Compliance,  Coding  and 
Documentation  for  the 
Medical  Office  Staff 

who  should  attend... 

Office  Managers 
Billing  Managers  and  Staff 
Medical  Assistants 
POL  Technicians 
RN's 

Compliance  Officers 

you’ll  learn... 

• The  importance  of  compliance  to 
the  office  staff,  which  includes  a 
practical,  user-friendly  review  of 
all  relevant  federal  laws, 
regulations  and  guidelines. 

• Practical  techniques  on  the 
integration  of  compliance  into  your 
daily  duties. 


seminar  one 


Regaining  Control 
of  Your  Practice: 

Cost  Effective  Compliance 
for  the  Medical  Office 

who  should  attend... 

Physicians 

Chief  Executive  Officers 

Practice  Administrators 

Office  Managers 

Compliance  Officers 

you’ll  learn... 

• How  compliance  will  improve  the 
efficiency  of  your  pratice. 

• Compliance  techniques  that  will 
improve  work  flow  and  boost 
employee  productivity. 

• How  to  maintain  control  of  your 
practice  while  improving  your 
strategic  position  in  the 
marketplace. 


THE  BUSINESS  OF  MEDICINE 


Regulation  80 

Donna  Lee  Williams 


Regulation  80  was  adopted  to  ensure  that  health 
plans  pay  claims  to  policyholders  and  health 
care  providers  in  a timely  manner.  It  also 
establishes  standards  for  both  determining 
promptness  in  settling  claims  and  determining 
the  existence  of  a general  business  practice  for 
failing  to  promptly  settle  claims.  The  regulation 
apphes  to  all  health  insurance  companies,  health 
maintenance  organizations,  and  health  service 
corporations  providing  a plan  of  health  insur- 
ance or  benefits  subject  to  state  insurance  regu- 
lation covering  residents  of  this  State  and  em- 
ployees of  businesses  located  in  this  State  and 
their  dependents.  Failure  to  pay  claims  in  a 
timely  manner  adversely  affects  policyholders 
either  directly  or  indirectly.  They  suffer  finan- 


Donna  Lee  Williams  is  Insurance  Commissioner  for  the 
State  of  Delaware. 


cially  or  as  a result  of  reduced  access  to  quality 
health  care.  Regulation  80  protects  consumers 
and  providers,  while  sending  a message  that  the 
Insurance  Department  will  not  tolerate  carriers 
that  are  slow  to  meet  their  obligations  to  pohcy- 
holders. 

The  premise  behind  Regulation  80  is  based  on 
"clean  claims."  It  is  essential  that  the  definition 
of  a clean  claim  is  understood.  A clean  claim  is 
one  that  has  no  defect  or  impropriety  (including 
lack  of  any  required  substantiating  documenta- 
tion) or  particular  circumstance  requiring  spe- 
cial treatment  that  substantially  prevents  timely 
payments  from  being  made  on  the  claim. 

A claim  is  not  "clean"  where  the  obligation  of  a 
health  plan  to  make  a payment  for  health  care 
services  rendered  is  not  reasonably  clear.  This 
may  be  due  to  a good  faith  dispute  regarding  the 
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eligibility  of  a person  for  coverage,  the  liability 
of  another  insurer  for  all  or  part  of  a claim,  the 
amount  of  the  claim,  the  benefits  covered  under 
a contract,  or  the  manner  in  which  services 
were  accessed  or  provided. 

A health  plan  is  required  to  pay  all  portions  of  a 
claim  meeting  the  definition  of  a clean  claim 
within  45  calendar  days  after  its  receipt.  An 
exception  to  this  requirement  occurs  where  the 
obligation  to  make  payment  is  not  reasonably 
clear  or  where  there  is  evidence  that  the  bill  may 
be  fraudulent.  In  cases  where  the  obligation  to 
pay  is  not  clear,  the  insurer  must  pay  any 
undisputed  portion  of  the  claim  within  45  days. 
Additionally,  upon  receipt  of  the  claim,  the 
health  plan  has  30  days  to  provide  written 
notification  to  the  policyholder  or  health  care 
provider  that  the  carrier  is  not  obligated  to  pay 
the  claim  or  make  the  medical  payment,  in 
whole  or  in  part.  The  health  plan  must  state  the 
specific  reasons  why  it  is  not  liable,  or  that 
additional  information  is  needed  and  is  being 
sought  to  determine  liability  to  pay  the  claim. 

Health  plans  determined  out  of  comp  Hance  with 
Regulation  80  are  subject  to  administrative 
penalties  and  may  also  be  required  to  pay  to  the 
health  care  provider  or  claimant  the  amount  of 
the  claim  plus  interest  at  the  maximum  rate 
allowable  to  lenders  for  each  day  after  the  claim 
first  became  due.  For  health  plans  that  fail  to 
adhere  to  the  standards  of  Regulation  80  three 
times  within  a three-year  period,  the  Insurance 
Department  may  impose  administrative  penal- 
ties resulting  in  fines,  license  suspension  or 
revocation. 

The  Insurance  Department  will  assist  providers 
with  late  payment  problems,  but  it  is  vitally 
important  that  we  have  the  full  cooperation  of 
the  medical  community.  In  order  for  us  to 
intervene,  the  claims  must  be  clean  and  45  days 
past  due.  To  report  a possible  violation,  the 
medical  office  manager  should  compile  all  perti- 
nent information  in  a clear  and  concise  format, 
bundling  each  problem  account  by  health  plan. 


The  bundled  data  should  be  submitted  to  the 
Delaware  Insurance  Department  at  the  follow- 
ing address: 

Delaware  Insurance  Department 
Consumer  Services 

ATTN:  45-Day  Clean  Claims  Investigator 
841  Silver  Lake  Boulevard 
Dover,  DE  19904 

A pattern  of  practice  must  be  established  as 
determined  by  the  Insurance  Department’s 
Deputy  Attorney  General  before  administrative 
action  can  be  taken.  Once  a pattern  is  estab- 
lished, the  formal  process  by  which  action  is 
taken  against  a health  plan  begins  with  a thor- 
ough investigation,  followed  by  the  issuance  of  a 
written  complaint  or  rule  to  show  cause,  possi- 
bly resulting  in  an  administrative  hearing,  and 
then  action  by  final  order  of  the  Commissioner. 
In  the  event  of  an  enforcement  action,  the  medi- 
cal office  manager,  or  the  person(s)  with  knowl- 
edge of  the  matter,  may  be  asked  to  serve  as  a 
witness  and  testify  at  a formal  hearing.  It  is 
important  to  understand  that  without  such  tes- 
timony no  formal  administrative  action  can  be 
successful.  With  ongoing  cooperation  and  assis- 
tance from  the  medical  community,  the  Insur- 
ance Department  will  continue  to  work  toward 
a resolution  of  this  major  issue. 

Virtually  every  aspect  of  the  health  care  system 
has  changed  considerably  over  the  past  twenty 
years.  As  policyholders,  we  are  learning  to 
accept  the  many  limitations  placed  on  us  by 
health  plans.  Likewise,  network  providers 
struggle  to  meet  the  administrative  guidelines 
placed  on  them  by  the  health  plans  with  which 
they  participate.  This  evolving  marketplace 
poses  difficult  challenges  for  health  plans  as 
well.  Nonetheless,  it  is  critical  that  each  party 
in  the  healthcare  system  fulfill  its  obligations  to 
the  other.  It  is  the  Insurance  Department’s 
expectation  that  the  enforcement  of  a reasonable 
standard  for  the  prompt  payment  of  medical 
claims  will  serve  that  important  purpose. 
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Managed  care  and  market-driven  reforms  are  forcing 
profound  changes  in  the  way  health  care  providers  operate. 
Questions  about  patient  care  are  now  issues  of  patient  cost. 

McBride  Shopa  can  help  you  concentrate  on  your 
profession,  giving  you  the  remedy  you  need  to  operate 
an  efficient  and  cost  effective  practice. 


As  members  of  the  CPA  Healthcare  Network, 
McBride  Shopa  can  provide  you  with  medical 
practice  consulting  and  educational  resources. 


Members  of  the  Delaware  Society  of  CPA's,  the  American  Institute  of  CPA's, 
Independent  Accountants  International,  and  the  Delaware  Medical  Group 
Management  Association. 
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IT’S  YOUR 
TURN  TO 
BE  TAKEN 
CARE  OF 


As  a physician,  you’ve  spent  many  years  perfecting 
your  skills  and  practice  so  that  you  could  provide  your 
patients  with  the  best  possible  care.  But  who  takes  care 
of  you? 

^JC^e  do.  HTH  Associates  has  specialized  in  assisting 
physicians  with  their  diverse  financial  needs  for  over 
25  years.  In  fact,  more  than  400  medical  practices  on 
the  east  coast  rely  on  our  financial  and  retirement 
planning  expertise. 


o ne  of  the  ways  we  assist  physicians  with  their  finan- 
cial planning  needs  has  been  the  creation  and  contin- 
ued sponsorship  of  the  The  Physician  as  a Business'" 
seminar.  Physicians  from  Philadelphia,  Delaware,  New 
Jersey,  Maryland  and  Virginia  have  attended  this  highly 
successful  seminar  to  learn  about  pertinent  financial  and 
retirement  planning  topics  which  are  relevant  to  them. 

If  you’re  interested  in  learning  why  physicians  are 
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making  that  your  job!”,  then  please  contact  us  today 
for  an  appointment  or  to  place  your  name  on  the 
seminar  mailing  list. 
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SCIENTIFIC  ARTICLE 


Shoulder  Pain  in  a Child:  A Case  Presentation 
of  Ganglioneurobiastoma 

Richard  D.  Mainwaring,  M.DJ  — Regina  M.  Mealy,  B.S.^ 

Anne  F.  Reilly,  M.D.  ^ — Katrina  A.  Conard,  M.D. 


ABSTRACT 

A four  and  one-half  year-old  child  presented  with  a several  month  history  of  shoulder  pain. 
Her  workup  revealed  a large,  homogeneous  tumor  in  the  apex  of  the  chest.  Surgical 
resection  was  performed  demonstrating  ganglioneurobiastoma.  This  case  illustrates  an 
unusual  cause  of  joint  discomfort  in  children. 


CASE  HISTORY 

A four  and  one-half  year-old  female  presented 
with  a several  month  history  of  left  shoulder 
pain.  Her  symptoms  were  characterized  by  dull 
discomfort  beneath  the  shoulder  joint  and  in  the 
axilla.  There  were  no  complaints  of  pain  radiat- 
ing to  the  left  arm,  and  there  were  no  specific 
activities  that  would  ehcit  or  exacerbate  her 
discomfort.  She  appeared  otherwise  healthy 
with  normal  growth  and  development  and  ab- 
sence of  any  constitutional  symptoms. 


1.  Pediatric  cardiothoracic  surgeon,  Nemours  Cardiac  Center  - 
Alfred  I.  duPont  Hospital  for  Children,  Wilmington,  Delaware. 

1.  Clinical  Research  Coordinator,  Nemours  Cardiac  Center  - 
Alfred  I.  duPont  Hospital  for  Children,  Wilmington,  Delaware. 

3.  Pediatric  hematologist/oncologist,  Division  of  Hematology/ 
Oncology  - Alfred  I.  duPont  Hospital  for  Children,  Wilmington, 
Delaware. 

4.  Pediatric  pathologist,  Department  of  Pathology  - Alfred  I. 
duPont  Hospital  for  Children,  WImington,  Delaware. 


A shoulder  film  (F igure  1)  was  obtained  demon- 
strating normal  bone  structures.  However,  an 
incidental  finding  was  the  presence  of  a medias- 
j tinal  soft  tissue  mass.  A computed  tomography 
; (CT)  scan  ofthe  chest  (Figure  2)  was  performed 
I and  confirmed  the  presence  of  a large,  posterior, 

I mediastinal  tumor.  A magnetic  resonance  im- 
I aging  scan  was  performed  to  rule  out  tumor 
i extension  into  the  intervertebral  space 
I (Figures). 

I 

F allowing  a complete  evaluation  by  her  pediat- 
ric hematology/oncology  speciahst  (A.F.  Reilly), 
the  patient  underwent  resection  ofthe  medias- 
tinal tumor.  At  the  time  of  surgery,  an  11  cm 
I sohd  and  homogeneous  tumor  was  demonstrated 
in  the  apex  of  the  left  chest.  The  principal 
arterial  blood  supply  originated  from  the  left 
subclavian  artery,  and  the  venous  egress  drained 
into  the  innominate  vein.  There  was  no  evi- 
dence that  adjacent  structures  had  been  in- 
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vaded  by  gross  examination, 
and  the  tumor  was  removed 
without  incident  (Figure  4). 

The  preliminary  examina- 
tion by  the  pathologist  (K.A. 
Conard)  was  indicative  of  a 
ganglioneuroma.  However, 
detailed  sectioning  of  the 
specimen  revealed  several 
loci  of  neuroblastoma  (Fig- 
ure 5).  Therefore,  the  final 
pathologic  diagnosis  was 
ganglio  neuroblastoma. 


DISCUSSION 


Figure  1 . Chest  radiograph  demonstrating  large 
tumor  in  left  paravertebral  space. 


mature  ganglion  cells  to 
immature  neuroblasts.  Be- 
cause these  tumors  have 
elements  of  neuroblastoma, 
they  will  have  an  active 
catecholamine  metabolism. 
The  products  of  this  me- 
tabolism can  be  detected  in 
the  urine. ^ Radiographi- 
cally, ganglioneuro- 
blastomas  may  be  indis- 
tinguishable from  ganglio- 
neuromas. However,  clini- 
cal symptoms  are  more 
prevalent  with  the 
ganglioneuroblastomas. 


Mediastinal  tumors  are  relatively  rare  in  child- 
hood. The  location  of  the  tumor  in  the  mediasti- 
num (anterior,  middle,  or  posterior  compart- 
ments) is  frequently  indicative  of  the  type  of 
tumor.*  Most  posterior  mediastinal  tumors  in 
children  are  neurogenic  in  origin;  the  most 
common  is  the  ganglioneuroma.  Ganglio- 
neuromas are  benign  and  by  CT  scan  are  typi- 
cally homogeneous  and  well-encapsulated.^  Half 
of  ganglioneuromas  have  symptoms  referable  to 
the  mass  effect  of  the  tumor.  Microscopic  ex- 
amination demonstrates  mature  ganglion  cells 
in  a stroma  of  neuromatous  and  fibrous  tissue. 
In  contrast,  ganglioneuroblastomas  are  malig- 
nant tumors  that  exhibit  composite  features  of 
ganglioneuroma  and  neuroblastoma.  The  his- 
tology of  ganglioneuroblastomas  will  range  from 


The  case  described  in  this 
report  is  typical  for  either  ganglioneuroma  or 
ganglioneuroblastoma.  Specifically,  these  tu- 
mors usually  are  quite  large  at  presentation 
because  they  grow  slowly  and  do  not  invade 
adjacent  tissues.  Most  symptoms  are  non-dis- 
tinct  and  related  to  the  mass  effect  of  the  tumor. 
It  is  also  typical  for  both  ganglioneuromas  and 
ganglioneuroblastomas  to  have  an  absence  of 
constitutional  symptoms,  as  was  seen  in  this 
case.  The  radiographic  features  illustrated  in 
Figures  2 and  4 are  quite  typical  for  these 
tumors.  Since  ganglioneuromas  are  more  com- 
mon statistically  than  ganglioneuro-blastomas, 
this  was  our  presumptive  diagnosis  prior  to 
surgery.  However,  the  pathology  demonstrated 
clusters  of  immature  neuroblasts  that  are  in- 


Figure  2.  Computed  tomography  scan  of  the  chest  demon- 


Figure  3.  Magnetic  resonance  image  of  the  chest  in  the 
sagittal  plane  demonstrating  tumor  in  the  apex  of  the  left 


strating  homogeneous  and  well-encapsulated  mass. 


chest. 
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dicative  of  ganglioneuro-  Figure  4.  Postoperative  chest  film  following 
blastoma  removal  of  the  tumor.  Metallic  clips  were  used 


Postoperatively,  this  child 
has  been  followed  for  three 
months  and  clinically  has 
done  well.  She  recently  un- 
derwent a 131  iodine- 
metaiodohenzylguanidine 
scan.^  Results  of  the  scan 
were  negative,  which  sug- 
gested there  was  no  residual 
tumor.  The  staging  of 
ganglioneuro-blastomas  is 
related  to  the  histologic  grad- 
ing and  biologic  activity  of 
the  tumor  (interestingly, 
tumor  size  is  not  a risk  fac- 
tor). Because  this  child  un- 
derwent complete  resection 
and  her  histology  was  favor- 


to  mark  the  arterial  and  venous  blood  supply. 


able,  she  was  classified  as 
stage  I,  and  no  adjuvant 
therapy  (chemotherapy  or 
radiation)  was  recom- 
mended. 

In  summary,  this  child  pre- 
sented with  a large  tumor 
as  the  etiology  of  her  shoul- 
der pain.  Surgical  resection 
was  performed  demonstrat- 
ing ganglioneuroblastoma. 
While  tumors  of  the  chest 
are  relatively  rare  in  child- 
hood, they  should  be  in- 
cluded in  the  differential  di- 
agnosis when  evaluating 
persistent  musculoskeletal 
complaints. 


Figure  5.  Photomicrograph  of  the  specimen  demonstrating 
an  array  of  mature  ganglion  cells  and  maturing  neuroblasts 
in  a Schwannian  stroma. 
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EDITORIAL 


Politics  as  Usual 
Health  Reform  2000 

G.  Stephen  DeCherney,  M.D.,  M.P.H. 


The  United  States  spends  over  $1  trillion  annu- 
ally for  the  health  of  its  citizens,  and  that  does 
not  include  the  couple  billion  the  consumers 
spend  on  themselves  trying  to  live  forever.  Our 
health  care  spending  amounts  to  approximately 
$4000  per  person,  compared  with  the  average 
Briton  on  whom  only  approximately  $1500  is 
expended.  Granted  that  most  Europeans  have 
more  lavish  and  better  plans  than  the  British, 
but  none  come  close  to  the  US  dollars  per  capita. 
Other  than  longer  waits  for  services  and  more 
inconveniences  regarding  care,  there  are  few 
differences  in  the  health  of  Britons  versus  their 
US  counterparts.  To  suggest  that  American 
medicine  is  better  is  difficult  to  substantiate  and 
may  be  simply  Yankee  hubris. 


G.  Stephen  DeCherney,  M.D.,  is  Editor-in-Chief  of 

the  Delaware  Medical  Journal. 


With  the  US  economy  flush  and  the  US  govern- 
ment coffers  overflowing,  each  of  the  candidates 
for  President  has  suggested  ways  of  improving 
the  delivery  of  care  in  the  US.  Each  plan  offers 
ways  to  stretch  insurance  to  cover  the  growing 
uninsured  (something  essentially  unknown  in 
Europe).  Some  of  the  plans  want  to  give  pre- 
scription benefits  to  Medicare  recipients.  Some 
of  the  plans  want  to  ensure  that  children  are 
insured.  Some  of  the  plans  intend  to  make 
insurance  more  available  to  small  businesses. 
And  so  on. 

Each  of  the  plans  is  simplistic  and  superficial. 

The  problem  is  that  we  are  hunting  for  an 
animal  that  we  do  not  recognize  and  keep  trying 
to  make  it  one  that  is  in  season.  Game  that  is 
hunt- worthy  this  season  is  anything  that  can  be 
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privatized  and  relegated  to  a state  bureaucracy. 
Why  is  health  care  a different  animal  than  other 
political  game? 

Health  care  delivery  is  not  a “market”  in  classi- 
cal economic  terms.  Markets  have  the  qualities 
of: 

1)  Low  barriers  to  entry  and  exit; 

2)  Full,  or  at  least  similar,  knowledge  by  seller 
and  buyer; 

3)  There  are  enough  buyers  and  sellers  that  no 
individual  can  influence  the  price; 

4)  The  “good”  is  homogenous.  All  sellers  have 
the  same  product,  or  at  least  a product  whose 
value  can  be  ascertained  when  compared 
with  other  products. 

Clearly,  health  care  services  fail  all  tests. 

1)  The  barriers  to  entry  are  extremely  high: 
college,  medical  school,  residency,  board  cer- 
tification, individual  state  licensure,  hospi- 
tal credentialing,  CMEs,  etc.  Short  of  the 
espionage  business,  it  is  hard  to  remember  a 
higher  entry  threshold. 

2)  There  is  a large  asymmetry  of  information 
between  physician  and  patient.  With  the 
internet,  however,  this  is  diminishing.  There 
is,  by  contrast,  a widening  of  the  asymmetry 
among  practitioners. 

3)  Price  is  influenced  by  both  large  insurers 
and  large  provider  groups.  The  difference 
between  the  Wilmington  and  Philadelphia 
markets  cannot  be  explained  by  either  demo- 
graphics or  geography. 

4)  Delivery  of  care  is  not  homogenous,  even  by 
like  providers.  This  is  not  competition  in  the 
classic  economic  sense,  specifically  on 
economy  of  scale  (i.e.,  volume)  nor  is  it 
competition  on  quality.  There  is  micro- 
variation by  habit  and  type  of  training.  The 
buyer  has  little  point  of  re  fere  nee. 

The  politicians  have  one  part  correctly  in  view: 
governments  must  intervene  where  markets 
fail.  The  classic  example  of  this  is  education. 
Whether  you  agree  or  disagree  with  tax-sup- 
ported  vouchers,  a fully  private  education  sys- 
tem would  fail  on  economic  grounds.  The  very 


people  who  most  need  education  to  improve  their 
economic  standing  are  the  least  able  to  afford  it. 

Educational-content  debates  inform  our  health 
care  debate.  In  education,  we  agree  that  certain 
subjects  are  requisite:  language,  math,  history, 
and  science  are  rudimentary  skills  we  expect  to 
be  taught.  Why  not  agree  that  rudimentary 
production  of  health  is  similar? 

Economists  frame  health  care  delivery  as  the 
production  of  health,  not  management  of  dis- 
ease. Yet,  we  do  not  “produce”  health  by  any 
conscious  planning.  We  respond  to  the  human 
condition.  This  is  our  legacy.  The  medical 
community  confuses  “the  right  to  health”  with 
the  right  to  education.  In  the  latter  case,  we  do 
not  guarantee  an  "A"  for  every  student.  We 
marginally  guarantee  the  opportunity  to  educa- 
tion. No  one  argues  that  public  education  is  a 
form  of  rationing.  Yet  in  medical  circles,  we 
make  this  spurious  claim.  In  other  words,  to 
treat  common  conditions  as  a right  and  exclude 
others  is  common  sense.  We  should  guarantee 
the  opportunity  for  health.  And  we  do  — pas- 
sively. We  do  not  turn  patients  away  from  our 
emergency  rooms  and,  as  private  physicians,  we 
write-off  indigent  care.  Where  we  fail  is  to  plan, 
or  rather  accept,  that  certain  conditions  are 
common  to  our  society.  What  about  rare  dis- 
eases which  require  expensive  and  intensive 
treatments?  Again,  by  analogy,  we  offer  special 
education  for  the  disabled  children.  We  are 
already  incurring  the  cost  for  treatment  of  such 
patients. 

Why,  then,  is  health  care  in  the  US  twice  as 
expensive  as  in  the  UK,  for  little  gain  in  the 
health  of  the  populace?  We  are  quite  haphazard 
in  our  use  of  medications  and  high  tech  care. 
Physicians’  fees  are  a small  component  of  the 
total  cost.  Our  livelihoods  would  likely  remain 
the  same  or  even  increase  with  more  efficient 
use  of  our  resources. 

How  might  our  politicians  resolve  this  conun- 
drum? First,  we  must  abandon  the  naive  con- 
cept that  “the  market”  will  provide  a solution. 


128 


Del  Med  Jrl,  March  2000,  Vol  72  No  3 


Editorial 


For  the  reasons  enumerated  above,  the  market 
cannot  solve  this  problem.  Second,  we  must 
focus  intensively  on  the  process  of  delivery  and 
improving  its  efficiency.  Third,  government 
funding  should  be  redirected  toward  this  goal. 
Research  funds  should  be  increased  on  what 
extant  therapies  work  cheaply  and  reward  those 
practitioners  who  employ  them  consistently. 
Fourth,  although  not  discussed  here,  individual 
states  have  not  shown  that  they  can  support 
care;  health  care  should  be  federalized.  In  this 
way,  barriers  would  be  lowered  somewhat.  Fifth, 
the  emphasis  on  public  health  should  be  contin- 
ued. We  have  cleaned  up  our  air  and  water;  we 
can  improve  public  health  as  well. 

Will  the  current  crop  of  politicians  trip  to  these 
solutions?  It  is  not  likely,  but  as  physicians  we 
should  be  citizen-soldiers  in  this  battle.  Both 
our  patients’  and  our  futures  depend  on  us.  The 
asymmetry  of  information  resides  in  our  favor, 
and  we  should  use  that  knowledge  to  improve 
the  lot  of  all  of  us. 


FAMILY  PRACTICE 
OPPORTUNITY 


Home  office  family  practice  in  nice 
residential  neighborhood 

Near  Delaware  sea  shore  resort 

RETIRING!  Looking  for  dedicated 
physician  to  take  over 

For  more  information 
please  call 

302-424-0 1 44 


Is  one  of 

Your  Patients 

facing  an 

Unplanned  Pregnancy? 

Adoption  House,  Inc. 
can  help. 

Adoption  House,  Inc.  is  a fully-licensed  private  adoption  agency  staffed  with  caring,  experienced 
adoption  professionals.  We  endorse  adoption  as  a positive  course  for  birth  mothers  and  adopting  couples. 

Our  services  are  legal  and  confidential.  Adoption  House  is  an  unbiased  non-profit  organization  with  no 

religious,  political  or  philosophical  affiliations. 

If  one  of  your  patients  could  benefit  from  our  services,  please  refer  us. 

(302)  477-0944 

Serving  Delaware,  Pennsylvania,  New  Jersey  and  Maryland 


Del  Med  Jrl,  March  2000,  Vol  72  No  3 


129 


Certified  Public  Accountants  & Advisors 

The  accounting  and  advisory  firm  chosen  by  the 

Medical  Society  of  Delaware  for  financial  and  auditing  services. 


Our  Value  Added  Services 

• Financial  Planning 

• Investment  and  Management  Advisory  Services 

• Computer  Services 

• Trust,  Tax  and  Estate  Planning 

• Accounting  and  Auditing 


TIME  SHARE  SPACE  AVAILABLE 


Time-sharing  space  available  for  physicians. 
Very  attractive  medical  office  adjacent  to  the 
Christiana  Hospital. The  space  is  a unique  option 
for  physicians  requiring  a second  office. 

The  space  is  fully  furnished. 
Secretarial  and  medical  assistance  available. 


Please  contact  Omega  Medical  Center/Kinsale  Reality  at 


COVER+ROSSITER  p a 


The  plus  is  added  value. 


Montchanin  Mills  Bldg."  P.O.  Box  492  • Monfchonin,  DE  19710-0492 
(302)656-6632  • Fax:  (302)  656-1 8 1 1 • Web  Site:  vww.CoverRossifer.com 


130 


Del  Med  Jrl,  March  2000,  Vol  72  No  3 


Medical  Business  Specialist 

A Professional  Development  Program  for  Your  Medical  Office  Staff 

Sponsored  by  the  Medical  Society  of  Delaware 


Flexible  — Affordable  — Convenient 

The  Medical  Society  of  Delaware,  in  association  with  other  state  medical  societies,  offers  an  educational  certificate 
program  that  benefits  both  your  employees  and  your  medical  practice.  The  program  aims  to  strengthen  participants’ 
understanding  of  health  care  and  the  medical  office  environment. 


How  Does  the  Program  Work? 

The  Medical  Society  of  Delaware  has  identified  8 courses  which  support  the  skills 
needed  to  become  a Medical  Business  Specialist.  Upon  enrollment  in  the  MBS 
program,  course  materials  are  mailed  and  can  be  started  at  any  time.  There  are 
no  classes  to  attend  — participants  learn  the  material  at  their  convenience... 
where  they  want,  when  they  want! 

When  each  course  is  completed,  the  student  is  required  to  pass  an  exam.  Ex- 
ams are  given  periodically  at  facilities  throughout  the  state.  The  exams  review  the 
information  presented  in  the  course  books.  If  not  seeking  certification,  exams  are 
not  required. 

Individual  courses  may  also  be  used  as  training  tools  for  your  office  staff.  Many 
physicians  have  elected  to  purchase  an  individual  course  and  require  their  em- 
ployees to  read  the  course  book.  New  employees  to  your  practice  can  use  the 
course  as  part  of  their  job  orientation  process. 

How  Much  Does  the  MBS  Program  Cost? 

The  MBS  program  is  underwritten  by  the  membership  of  the  Medical  Society  of 
Delaware.  The  cost  of  enrollment  for  the  entire  program  is  only  $350  for  mem- 
bers of  the  Medical  Society  and  is  nonrefundable.  The  enrollment  cost  for  non- 
members is  $420.  Individual  courses  may  be  purchased  for  $50  (member  price) 
and  $60  (non-members). 

How  Can  I Get  More  Information? 

To  receive  a complete  MBS  Program  Introductory  Packet,  simply  complete  and 
return  the  information  form  below  along  with  a $10  nonrefundable  registration  fee. 
This  fee  covers  the  cost  of  detailed  course  descriptions,  registration  materials 
and  program  requirements,  and  will  be  credited  toward  the  first  course. 


Medical  Business  Specialist  Certificate  Program  Information  Request  Form 

Name 

Clinic/Office 

Address 

City State Zip 

Phone Fax  

Job  Responsibilities/Title 

Is  your  physician/employer  an  MSD  member?  

Please  make  checks  payable  to:  Medical  Society  of  Delaware 
Mail  completed  form  and  $10  registration  fee  to;  MBS  Certification  Program,  Medical  Society  of 
Delaware,  1925  Lovering  Avenue,  Wilmington,  DE  19806-2166 


MBS  Course  Listing 


ILU 


(Required) 

Anatomy  & Physiology 
Health  Insurance  101 
Introduction  to  CPT-4  Coding 
Introduction  to  ICD-9-CM  Coding 
Medical  Terminology 
Office  and  Reception  Skills 


(Select  2 Electives) 
CPT-Coding  - Advanced 

Successful  Strategies  for 
Patient  Satisfaction 

ICD-9-CM  Coding  - Advanced 

Medicare  Part  B Basics 


Your  nomination  is  requested  for  the 
Christiana  Care  Health  System 
Medical-Dental  Staff's  new ... 

Cbmmemhtkm  for 
Excellence  Award 

Nominees  are  being  sought  for  a new  peer-reviewed  award,  sponsored 
by  the  Christiana  Care  Medical-Dental  Staff,  to  honor  physicians  who 
have  made  exceptional  contributions  to  the  community  through  one  or  all 
of  their  clinical,  scholarly,  educational  and  humanitarian  activities.  Cur- 
rent and  former  members  of  the  M-D  Staff  are  eligible  to  be  nominated. 

Nominations  require: 

■ a letter  outlining  the  reasons  for  the  nomination 

■ qualifications  of  the  nominee 

■ and  the  nominee's  CV,  if  possible. 

The  nominations  will  be  reviewed  and  the  awardee  selected  by  the 
awards  committee  of  the  Christiana  Care  Medical-Dental  Staff. 

The  first  recipient  of  the  Commendation  for  Excellence  Award  wiU  be 
announced  at  the  annual  Christiana  Care  Medical-Dental  Staff  Dinner  in 
October  2000. 

Please  help  us  recognize  the  outstanding  contributions  made  by  physi- 
cians to  our  community  by  replying  with  your  nomination  by  May  31, 
2000.  CaU  (302)  428-2575  for  more  information  about  the  award  process,  or 
speak  with  a member  of  the  awards  committee  Listed  below: 

Joseph  F.  Kestner,  Jr.,  M.D.,  Chnirmau 
Anthony  L.  Ciiciizzclla,  M.D.  M.  Diana  Metzger,  M.D. 

Janet  P.  Kramer,  M.D.  Harold  Rosen,  M.D. 

Richard  Lennihan,  Jr.,  M.D.  Dennis  R.  Witmer,  M.D. 


CHraSTIANAGVRE 


PROCEEDINGS  - PART  III 


Proceedings  of  the 
1999  House  of  Delegates 
Reference  Committee  C 


The  complete  report  of  the  Proceedings  of  the 
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the  Medical  Society  in  those  many 
areas  of  our  mutual  interest. 

The  Vice-President  served  on  the 
Executive  Committee,  the  Budget  and 
Finance  Committee  and  the  Board  of 
the  Credentialing  Connection. 

Edward  F.  Quinn,  III,  M.D. 

Vice  President 

The  report  was  filed. 


MEDICAL  SOCIETY  OF  DELAWARE 
HOLDING  COMPANY.  INC. 

Pursuant  to  the  authorization  of  the 
Board  of  Trustees  of  the  Medical  So- 
ciety of  Delaware  effective  April  15, 


1999,  the  Medical  Society  of  Dela- 
ware Holding  Company,  Inc.  was  in- 
corporated effective  June  1,  1999. 
On  June  1,  1999,  the  Medical  Society 
of  Delaware  exchanged  all  issued 
and  outstanding  shares  of  stock  in 
Credentialing  Connection,  Inc.,  Medi- 
cal Network  Management  Services  of 
Delaware,  Inc.,  and  Medical  Society 
of  Delaware  Insurance  Services,  Inc. 
for  all  the  issued  and  outstanding 
shares  of  the  Holding  Company  stock. 
According  to  the  bylaws  adopted  by 
the  Holding  Company,  the  House  of 
Delegates  of  the  Medical  Society  of 
Delaware  will  vote  the  stock  of  the 
Holding  Company,  and  thus  will  elect 
the  Board  of  Directors  of  the  Holding 
Company  for  2000. 

The  acting  Board  of  Directors  met 
three  times  this  year.  The  bylaws  of 
the  Holding  Company  were  adopted 
and  the  acting  Board  members,  as 
provided  for  in  the  bylaws,  assumed 
their  seats.  Discussions  concerning 
the  bylaws,  nominations  for  the  open 


director  seats,  and  adoption  of  nec- 
essary operating  resolutions  tran- 
spired. The  Board  approved,  effec- 
tive June  1,  1999,  the  Holding  Com- 
pany entering  into  a $100,000  revolv- 
ing line  of  credit  agreement  between 
the  Medical  Society  (as  lender)  and 
the  Holding  Company,  and  also  ap- 
proved the  Holding  Company  as  co- 
borrower on  the  existing  lines  of  credit 
between  the  Society  and  CCI  and 
MedNet.  In  addition,  the  directors 
approved  the  exchange  of  loans  pay- 
able from  CCI  and  MedNet  to  invest- 
ments in  the  two  companies,  as  of 
October  1 , 1 999.  Finally,  the  directors 
authorized  the  execution  of  documents 
necessary  to  establish  depository 
relationships  as  needed  to  conduct 
financial  business. 

The  remaining  business  of  the  Holding 
Company  for  this  year  includes  ap- 
proval of  the  2000  budget  for  the 
Holding  Company  as  well  as  review  of 
the  2000  budgets  and  operating  plans 
for  the  subsidiaries. 
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Medical  Society  of  Delaware 
Treasurer's  Report  (All  Programs) 

(For  the  9 month  Period  Ending  9/30/99) 


YTD 

ANNUAL 

%OF 

Revenues 

ACTUAL 

BUDGET 

BUDGET 

MEMBERSHIP 

436,483.00 

385,305.25 

113.3% 

SERVICES 

86,069.00 

109,192.59 

78.8% 

INTEREST/DIVIDENDS 

139,507.81 

226,463.00 

61.6% 

ADVERTISING 

30,179.00 

49,360.00 

61.1% 

SUBSCRIPTIONS 

7,788.00 

2,335.00 

333.5% 

EDUCATIONAL  PROGRAMS 

43,062.00 

60,299.00 

71.4% 

ANNUAL  MEETING 

47,361.00 

56,136.00 

84.4% 

FOUNDATION  TRANSFER 

705.00 

20,000.00 

3.5% 

ROSTER 

24,067.00 

13,880.00 

173.4% 

MISCELLANEOUS 

3,361.50 

500.00 

672.3% 

TOTAL  REVENUES 

818.583.31 

923.470.00 

88.6% 

YTD 

ANNUAL 

%OF 

Expenses 

ACTUAL 

BUDGET 

BUDGET 

PERSONNEL 

344,664.00 

465,562.40 

74.0% 

MEETINGS 

20,041.00 

33,107.96 

60.5% 

INSURANCE 

7,367.00 

6,309.69 

116.8% 

PRESIDENTHONORARIUM 

18,750.00 

25,000.00 

75.0% 

MEDICAL  DIRECTOR 

18,750.00 

25,000.00 

75.0% 

LEGAL COUNSEL 

12,510.00 

14,414.00 

86.8% 

ACCOUNTING/AUDIT 

3,856.00 

7,000.00 

55.1% 

LEGISLATIVE  SPECIALIST 

27,585.00 

39,779.40 

69.3% 

OFFICE  SPACE 

16,132.00 

34,720.00 

46.5% 

OFFICE  SUPPLIES 

7,669.00 

11,892.00 

64.5% 

TELEPHONE 

7,540.00 

8,426.00 

89.5% 

POSTAGE 

16,244.00 

29,726.72 

54.6% 

PRINTING 

39,051.00 

72,524.00 

53.8% 

PHOTOCOPY 

489.00 

8,325.40 

5.9% 

EQUIPMENT 

8,483.00 

12,735.40 

66.6% 

ACCREDITED  CME 

0.00 

9,900.00 

0.0% 

WORKSHOPS/EDUCATION 

12,524.00 

43,481.00 

28.8% 

TRAVEL 

33,733.00 

48,587.00 

69.4% 

NEWSLETTER 

3,579.00 

4,189.50 

85.4% 

DUES/CONTRIBUTIONS 

4,077.00 

7,317.00 

55.7% 

SUBSCRIPTION 

732.00 

2,497.10 

29.3% 

ALLIANCE 

0.00 

4,055.00 

- 

DMJ  DUES  EXEMPT 

0.00 

2,590.00 

- 

ROSTER 

0.00 

1,000.00 

- 

DEPRECIATION 

7,403.00 

0.00 

BENEVOLENCE FUND 

0.00 

1,240.00 

- 

MISCELLANEOUS 

4,227.00 

1,000.00 

422.7% 

TOTAL EXPENSES 

615.406.00 

920.380.26 

66.9% 

SURPLUS  (DEFICIT) 

203,177.31 

3,090.58 

- 

As  of  September  30, 1 999,  the  Holding 
Company  had  total  assets  of  $43,090, 
all  reflected  as  investments  in  subsid- 
iaries, accounts  payable  to  the  Medi- 
cal Society  of  Delaware  of  just  over 
$10,000  and  a net  worth  of  $33,035. 
The  company  reported  no  revenues 
for  the  year  to  date. 

Subsequent  to  September  30,  1999, 
the  Board  approved  the  exchange  of 
notes  payable  from  CCI  and  MedNet  to 
the  Society,  with  the  Holding  Com- 
pany as  a co-borrower,  for  an  invest- 
ment in  the  subsidiaries  and  additional 
paid  in  capital  in  the  Holding  Company. 
Therefore,  as  of  October  1,  1999,  the 
Holding  Company  had  $634,856  in  to- 
tal assets  centered  in  investments  in 
its  subsidiaries  and  capitalization  of 
$624,803. 

Additional  expenses  will  be  incurred 
during  the  last  quarter  of  the  year,  and 
the  Holding  Company,  before  consoli- 
dation with  the  subsidiaries,  is  ex- 
pected to  lose  about  $25,000  on  a pre- 
tax basis.  After  consolidation,  initial 
estimates  show  a consolidated  tax 
liability  of  about  $50,000  to  $55,000, 
depending  on  the  fourth  quarter  per- 
formances of  the  subsidiaries. 

This  is  a substantial  tax  saving,  ap- 
proximately $75,000,  over  1998,  be- 
fore formation  of  the  Holding  Com- 
pany. 

Michael  A.  Alexander,  MD 
Chair 

The  report  was  filed. 


TREASURER’S  REPORT 

The  financial  statements  accompany- 
ing this  report  reflect  the  first  nine 
months  of  activity  for  the  Society’s 
1999  fiscal  year.  Based  on  the  nine- 
month  results,  it  appears  that  the  total 
revenues  for  the  year  should  be  very 
close  to  budgeted  levels,  and  that 
expenses  in  total  will  be  as  much  as 
$90,000  below  (or  about  10%)  the 
budgeted  level  for  1999.  In  addition, 
the  Society  will  have  adequate  cash 
resources  available  to  it  for  the  bal- 
ance of  1999. 

Income  Statement 

Through  9/30/99  revenues  are  at  88% 
of  projected  levels  for  12  months, 
with  advertising,  interest/dividend  and 


foundation/grant  revenue  lagging  year 
to  date.  The  foundation  revenue  is 
expected  to  hit  budgeted  levels  by 
year-end,  as  the  grant  remains  to  be 
funded  during  the  fourth  quarter. 
Interest  and  dividend  income  may  not 
meet  the  budgeted  levels  due  to:  the 
need  to  liquidate  and  use  investments 
during  the  first  half  of  the  year,  and 
the  activation  of  the  holding  company 


which  will  cause  a reduced  dividend 
income  for  the  year,  but  will  give  the 
Society  increased  cash  for  the  year. 

Expenses  as  a whole  are  under  the 
budgeted  amount  for  year  to  date, 
with  a few  exceptions.  The  percent- 
ages of  variance  against  budget  are 
significant,  while  the  actual  dollars 
spent  in  excess  of  the  budget  total 
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Funds  Distribution  by  Account 


Ending  Balance  as  of  Sep-99 

$ Funds 

Accounts 

MSD 

NCCO 

DFMS 

DMEF 

Total 

5571-2495-QED 

$142,974.12 

$48,105.97 

$70,863.42 

$48,930.48 

$310,873.99 

5571-2497-LAZRD 

$48,700.15 

$16,385.96 

$29,711.64 

$22,347.55 

$117,145.30 

5571-2499-EMERLD 

$49,352.04 

$16,605.30 

$44,028.50 

$30,177.64 

$140,163.48 

5571 -2461 -MMKT 

$71,403.49 

$71,403.49 

2742-1 849-DFMS 

$15,458.84 

$15,458.84 

2742-1 075-DMEF 

$145,156.30 

$145,156.30 

LPL 

$0.00 

$0.00 

$0.00 

TOTAL$ 

$312,429.80 

$81,097.22 

$160,062.40 

$246,611.98 

$800,201.40 

Accounts 

% Total  Funds 

5571-2495-QED 

17.87% 

6.01% 

8.86% 

6.11% 

38.85% 

5571-2497-LAZRD 

6.09% 

2.05% 

3.71% 

2.79% 

14.64% 

5571-2499-EMERLD 

6.17% 

2.08% 

5.50% 

3.77% 

17.52% 

5571-2461-MMKT 

8.92% 

0.00% 

0.00% 

0.00% 

8.92% 

2742-1 849-DFMS 

0.00% 

0.00% 

1.93% 

0.00% 

1.93% 

2742-1 075-DMEF 

0.00% 

0.00% 

0.00% 

18.14% 

18.14% 

LPL 

0.00% 

0.00% 

0.00% 

0.00% 

0.00% 

TOTAL% 

39.04% 

10.13% 

20.00% 

30.82% 

100.00% 

less  than  $10,000  of  a $920,000  ex- 
pense budget.  Total  expenditures  for 
the  year  are  projected  to  be  about 
$830,000.  The  notable  variances  are 
in  the  telephone  expense,  which  was 
underbudgeted  for  1999,  counsel 
fees,  which  resulted  from  holding  com- 
pany and  corporate  issues,  and  news- 
letter costs,  which  once  again  include 
unbudgeted  items  such  as  copyright 
fees  and  seminar  registrations  for  its 
staff. 

For  the  nine  months,  the  Society  re- 
ports an  excess  of  revenues  over 
expenses  of  $203,000. 

Balance  Sheet 

The  Society’s  total  assets  include  ap- 
proximately $400,000  in  cash  and  cash 
equivalents  as  of  9/30/99.  In  addition, 
balances  due  in  the  form  of  notes, 
interest,  and  invoices  from  our  sub- 
sidiaries total  $755,000,  or  58%  of  the 
Society’s  $1,285,832  in  total  assets. 
Total  liabilities  of  $146,000  include 
about  $57,000  owing  to  related  enti- 
ties. Total  capital,  including  the  ex- 
cess of  revenue  over  expenses  year- 
to-date  is  at  $1,395,000. 

Cash  Flow 

The  actual  cash  flow  through  9/30/99 
is  presented,  together  with  the  pro- 
jected cash  flow  through  year  end. 
As  shown  in  the  cash  flow,  the  Soci- 
ety has  been  using  proceeds  from 
liquidation  of  investments  during  1 999 


to  meet  current  operating  needs. 
Through  September,  $170,000  has 
been  needed.  Projections  indicate 
another  $30,000  will  be  needed  dur- 
ing the  fourth  quarter.  This  will  result 
in  $20,000  of  the  original  funds  the 
Board  made  eligible  to  fund  operating 
needs  remaining  in  the  Lockwood 
MMA.  Through  September  30,  the 
Society  has  taken  a $50,000  advance 
against  administrative  support  ser- 
vices payable  by  the  holding  company 
and  its  subsidiaries.  The  Society  ex- 
pects to  take  additional  advances  of 
$65,000  through  year-end  to  fund  op- 
erating needs. 

This  $65,000  corresponds  almost 
exactly  with  the  actual  cash  advanced 
by  the  Society  in  1999  to  meet 
Credentialing  Connection,  Inc.’s  oper- 
ating needs. 

Joseph  F.  Hacker,  III,  M.D. 

Treasurer 

The  report  was  filed. 


BUDGET  AND  FINANCE  COMMITTEE 

The  Budget  and  Finance  Committee 
met  four  times  this  year  to  date, 
including  two  meetings  with  our  fi- 
nancial advisor.  Dace  Blaskovitz  of 
Wealth  Advisors,  Inc.  and  Lockwood 
Financial  Services,  Inc. 


The  committee  carefully  reviewed 
performance  of  the  investment  port- 
folio throughout  the  year.  Allocation 
of  investments  and  adequate  diversi- 
fication of  the  portfolio  guided  invest- 
ment decisions  among  various  fund 
options.  Fund  investments  were  bal- 
anced at  50%  in  US  large  cap  stocks, 
25%  US  small  caps,  and  25%  in  global 
equities.  On  advice  from  Mr. 
Blaskovitz,  and  after  discussion,  the 
committee  later  moved  the  global  por- 
tion to  an  international  fund,  without 
investment  in  emerging  economies. 
Investment  results  for  the  first  quarter 
were  excellent  at  a growth  rate  of 
6.1 2%,  exceeding  the  S&P  500  growth 
rate  of  4. 98%.  Second  quarter  invest- 
ment results  were  also  strong,  with  a 
combined  growth  rate  outperforming 
the  major  indices.  The  meeting  to  re- 
view third  quarter  performance  is 
scheduled  for  October  28,  1999.  Port- 
folio value  has  declined  along  with  the 
drop  in  the  major  market  indices  through 
the  end  of  September. 

During  the  course  of  the  year  the 
committee  also  reviewed  and  dis- 
cussed in  depth  the  performance  and 
cash  needs  of  Credentialing  Connec- 
tion and  Med-Net.  This  was  also  ad- 
dressed in  eachof  the  Society  and  in 
a special  meeting  convened  May  12. 
Our  investment  in  the  two  subsidiar- 
ies exceeds  $750,000  funded  by  the 
Society’s  reserves  in  the  amount  of 
$451 ,000  and  from  operating  sources 
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COVER+ROSSITERPA 


CERTIFIED  PUBLIC  ACCOUNTANTS 
MONTCHANIN  MILLS  BLDG.  » R O.  BOX  492 
MONTCHANIN,  DELAWARE  19710-0492 


302  • 656  • 6632  FAX  302  • 656  • 1 81 1 


INDEPENDENT  AUDITORS'  REPORT 


Board  of  Directors 

Medical  Society  of  Delaware  and  Subsidiaries 
Wilmington,  Delaware 

We  have  audited  the  accompanying  consolidated  statement  of  financial  position  of  the 
Medical  Society  of  Delaware  and  Subsidiaries  (a  not-for-profit  organization)  as  of  December  31, 
1998,  and  the  related  consolidated  statements  of  activities,  changes  in  net  assets  and  equity,  and 
cash  flows  for  the  year  then  ended.  These  consolidated  financial  statements  are  the  responsibility  of 
the  Society's  management.  Our  responsibility  is  to  express  an  opinion  on  these  consolidated 
financial  statements  based  on  our  audit. 

We  conducted  our  audit  in  accordance  with  generally  accepted  auditing  standards.  Those 
standards  require  that  we  plan  and  perform  the  audit  to  obtain  reasonable  assurance  about  whether 
the  consolidated  financial  statements  are  free  of  material  misstatement.  An  audit  includes, 
examining,  on  a test  basis,  evidence  supporting  the  amounts  and  disclosures  in  the  financial 
statements.  An  audit  also  includes  assessing  the  accounting  principles  used  and  significant 
estimates  made  by  management,  as  well  as  evaluating  the  overall  consolidated  financial  statement 
presentation.  We  believe  that  our  audit  provides  a reasonable  basis  for  our  opinion. 

In  our  opinion,  the  consolidated  financial  statements  referred  to  above  present  fairly,  in  all 
material  respects,  the  financial  position  of  the  Medical  Society  of  Delaware  and  Subsidiaries  as  of 
December  31,  1998,  and  the  changes  in  net  assets,  and  its  cash  flows  for  the  year  then  ended  in 
conformity  with  generally  accepted  accounting  principles. 


Certified  Public  Accountants 


April  28,  1999 
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Medical  Society  of  Delaware 
2000  Budget 


Revenue 

Categories 

2000  Budget 
Programs 

Change  from 
1999 

1999  Budget 
Programs 

Per  Cent 
Change 

Membership 

380,200 

-5,105 

385,305 

-1.3249% 

Services 

89,100 

-20,093 

109,193 

-18.4014% 

Dividends 

140,000 

-85,000 

225,000 

-37.7778% 

Interest 

1,100 

-363 

1,463 

-24.8120% 

Advertising 

49,300 

-60 

49,360 

-0.1216% 

Subscriptions/Publications 

2,000 

-335 

2,335 

-14.3469% 

Educational  Programs 

57,450 

-2,849 

60,299 

-4.7248% 

Annual  Meeting 

60,000 

3,864 

56,136 

6.8833% 

Grants/Donations 

56,000 

36,000 

20,000 

180.0000% 

Roster  Sales 

18,000 

4,120 

13,880 

29.6830% 

Miscellaneous 

500 

0 

500 

0.0000% 

Total  Revenues 

853.650 

-69.821 

923.471 

-7.5607% 

Expense 

2000  Budget 

Change  from 

1999  Budget 

Per  Cent 

Categories 

Programs 

1999 

Programs 

Change 

Personnel 

579,085 

113,523 

465,562 

24.3841% 

Meetings 

97,020 

63,912 

33,108 

193.0410% 

Insurance 

5,020 

-1,290 

6,310 

-20.4437% 

President's  Honorarium 

25,000 

0 

25,000 

0.0000% 

Medical  Director 

25,000 

0 

25,000 

0.0000% 

Legal  Fees 

20,000 

5,585 

14,415 

38.7444% 

Accounting/Audit  Fees 

15,500 

8,500 

7,000 

121.4286% 

Legislative  Specialist 

41,895 

2,116 

39,779 

5.3194% 

Office  Rents 

29,340 

-5,380 

34,720 

-15.4954% 

Office  Supplies 

13,320 

1,428 

11,892 

12.0081% 

Other  Supplies 

3,000 

3,000 

0 

0.0000% 

Telephone 

11,000 

2,574 

8,426 

30.5483% 

Postage 

34,200 

4,473 

29,727 

15.0469% 

Printing 

57,500 

-15,024 

72,524 

-20.7159% 

Photocopier 

7,000 

-1,325 

8,325 

-15.9159% 

Equipment  Maintenance 

19,860 

19,860 

0 

0.0000% 

Accredited  CME 

10,500 

600 

9,900 

6.0606% 

Workshops/Education 

1,200 

-42,281 

43,481 

-97.2402% 

T ravel 

60,930 

12,343 

48,587 

25.4039% 

Newsletter 

5,000 

810 

4,190 

19.3317% 

Corporate  Staff  Dues 

9,840 

2,523 

7,317 

34.4813% 

Subscriptions/Pubs 

2,985 

488 

2,497 

19.5435% 

Alliance  Support 

3,500 

-555 

4,055 

-13.6868% 

DMJ  Dues  Exempt 

2,690 

100 

2,590 

3.8610% 

Roster  Publication 

29,000 

28,000 

1,000 

2800.0000% 

Benevolence  Fund 

1,442 

202 

1,240 

16.2903% 

Advertising 

1,300 

1,300 

0 

0.0000% 

Depreciation 

9,000 

9,000 

0 

0.0000% 

Expense  Reimbursements 

-321,412 

-321,412 

0 

0.0000% 

Miscellaneous 

5,100 

5,100 

0 

0.0000% 

Total  Expenses 

804.815 

-101.830 

906.645 

Surplus  (Deficit) 

48,835 

32,009 

16,826 

190.2354% 

in  excess  of 
$300,000.  The 
committee  re- 
quested and  re- 
ceived detailed 
monthly  cash  flow 
analyses  and  pro- 
jections through 
the  end  of  1999, 
detailing  estimated 
continuing  needs  of 
the  Society  and 
subsidiaries.  It  was 
noted  that  about 
$40,000  from  ser- 
vices provided  to 
the  Foundations 
and  component  so- 
cieties would  in- 
crease revenue 
and/or  reduce  ex- 
penses by  that 
$40,000.  By  early 
August,  projec- 
tions showed  that 
the  $120,000  avail- 
able from  reserves 
(maintaining  re- 
serves at  $250,000) 
as  well  as  approxi- 
mately $110,000 
from  MSDIS  would 
assure  solvency 
through  year-end. 

By  late  September 
it  appeared  that 
$300,000  rather 
than  $330,000 
would  be  sufficient 
through  year-end. 

The  committee  met 
twice  to  consider 
the  proposed  bud- 
get, once  on  a pre- 
liminary basis,  and 
later  to  review  the 
budget,  which  was 
recommended  to 
the  full  Board  for 
approval.  A sur- 
plus was  projected, 
pending  the  out- 
come of  discus- 
sions with  tax  coun- 
sel and  the  CPA 
firm,  concerning 
the  specific  role, 
use  and  impact  of  the  holding  com- 
pany activation  on  several  revenue 
and  expense  categories.  When 
amended  to  reflect  those  impacts,  the 
budget  continued  in  a surplus  posi- 
tion. 


Of  particular  note  in  the  2000  budget 
are  changes  in  presentation  format, 
which  produce  several  large  vari- 
ances in  revenues  and  items  when 
compared  to  the  1999  budget.  In  prior 
years,  the  Society’s  operating  budget 


presented  certain  cost  categories, 
most  notably  personnel  expense,  net 
of  the  subsidiary  allocations.  The  2000 
budget  presents  the  total  salary  load 
before  overhead  allocations  to  the 
subsidiaries,  and  then  is  deducted 
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Medical  Society  of  Deiaware 

Consoiidated  Statementof  Activities  - Year  Ended  12/31/98 


CURRENT ASSETS 

REVENUE  & OTHER  SUPPORT 

Cash 

$274,995 

Advertising 

46,232 

Accounts  Receivable 

AMA  dues  rebate 

11,139 

Commissions 

95,337 

Commissions 

460,763 

Other 

28,817 

CME  Programs 

50,551 

Prepayments 

26,588 

Contractual  income 

58,603 

Investments 

412,399 

Contributions 

22,075 

838,136 

Fees 

236,303 

Grants 

4,390 

PROPERTY  AND  EQUIPMENT 

66,891 

Gains/Losses  on  investments 

34,163 

Interest  and  dividends 

69,065 

OTHER  ASSETS 

Meetings 

53,729 

Organizational  costs, net 

84 

Miscellaneous 

16,735 

Deferred  taxes 

160,479 

Roster  fees 

5,270 

State  dues 

303,318 

160,563 

Subscriptions 

13,004 

$1,065,590 

$1,385,340 

EXPENSES  AND  LOSSES 

CURRENT  LIABILITIES 

Programs  service 

Dues  payable  to  third  parties 

174,194 

Administrative  services 

57,144 

Accrued  expenses 

60,895 

Continuing  Medical  Education 

87,841 

Other  payables 

21,263 

Delaware  Medical  Journal 

65,254 

Income  taxes  payable 

5,210 

Medical  Society  Insurance  Svc 

247,549 

Amounts  held  for  third  parties 

661 

Credentialing  Connection 

155,096 

Compensated  absences 

40,662 

Medical  Network  Management 

219,422 

302,885 

Physicians'  Advocate 

1,582 

OEFFERED  REVENUE 

132,662 

833,888 

435,547 

Administration/Membership 

664,688 

EQUITY 

1,498,576 

Restricted  stock 

1,000 

Net  Assets 

Change  in  net  assets  before  provision 

Unrestricted,  designated 

503,296 

for  income  taxes 

(113,236) 

Unrestricted,  undesignated 

432,547 

Provision  for  income  taxes 

68,533 

935,843 

Change  in  net  assets/net  income 

(181,769) 

(306,800) 

Retained  earnings 

629,043 

630,043 

$1,065,590 

from  the  operating  budget  under  a 
new  line  item  “expense  reimburse- 
ments”. In  addition,  the  meeting  ex- 
pense now  includes  the  annual  meet- 
ing, as  well,  which  had  been  bud- 
geted separately  in  the  past.  On  the 
revenue  side,  no  dues  increase  is 
anticipated  in  2000,  and  there  is  a 
significant  increase  in  grant  revenue 
projected  for  2000.  Grant  applica- 
tions are  to  be  submitted  to  the  foun- 
dations, by  various  program  areas  for 
financial  assistance  with  specific  pro- 
gram activities.  The  detailed  budget 


and  expense  projections  for  each  of 
the  revenue  and  expense  categories 
were  reviewed  by  program  area. 

In  combination  with  the  2000  income 
and  expense  budget,  a detailed  cash 
flow  projection  was  presented.  The 
cash  flow  shows  the  building  of  sur- 
plus cash  in  the  Lockwood  MMA 
through  the  year,  from  about  $20,000 
at  12/31/99  to  about  $200,000  at  12/ 
31/2000.  This  cash  flow  projection 
incorporates  the  cash  support  needs 
of  Credentialing  Connection,  Inc.  and 


Med-Net  in  the  first  half  of  2000,  for 
operational  and  capital  support.  Of 
significant  note  is  the  ongoing  need  to 
view  the  Society’s  financial  position 
and  cash  position  globally,  consider- 
ing the  impact  of  the  holding  company 
and  its  subsidiaries  in  the  total  picture. 

The  format  of  the  Treasurer’s  report 
for  2000  will  be  changing.  Because 
monthly  budget  projections  were  pre- 
pared as  part  of  the  annual  budget,  it 
will  be  possible  to  present  an  actual 
vs.  projected  monthly  comparison  and 
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year-to-date  comparison.  Future  re- 
porting to  the  budget  committee  will 
take  place  on  a management-by-ex- 
ception basis,  noting  any  material  de- 
viations from  income  or  cash  flow 
projections.  The  detailed  cash  flows 
for  the  Society  and  subsidiaries  will 
be  a part  of  every  Treasurer’s  Report. 

Joseph  F.  Hacker,  III,  M.D. 

Chair 

The  report  was  filed. 


NEW  CASTLE  COUNTY 
MEDICAL  SOCIETY 

The  New  Castle  County  Medical  Soci- 
ety successfully  underwent  transi- 
tion from  employing  its  own  adminis- 
trative staff  to  contracting  with  the 
Medical  Society  of  Delaware  for  ad- 
ministrative services  as  of  April  1, 
1999.  It  was  recognized  that  there 
was  a great  deal  of  overlap  in  function 
between  the  state  society  and  the 
county  society  and  a savings  could  be 
achieved  by  utilizing  the  state  society 
for  certain  functions.  Revisions  to  the 
Bylaws  of  the  New  Castle  County 
Medical  Society  are  being  made  to 
reflect  our  new  structure.  The  Soci- 
ety continues  to  provide  the  important 
functions  of  professional  conduct  and 
peer  review. 

The  quarterly  meetings  of  the  Society 
have  also  been  changed.  Our  first 
such  meeting  was  held  on  July  9, 

1999,  at  the  DuPont  Country  Club.  A 
brief  business  meeting  and  a CME 
lecture  following  a social  hour  that 
included  spouses  and  guests  was 
planned.  Unfortunately,  the  sched- 
uled speaker  cancelled  at  the  last 
minute  due  to  family  illness.  Stephen 
Permut,  M.D.,  was  kind  enough  to 
“pinch  hit,”  explaining  recent  AMA 
activities.  The  second  quarterly  meet- 
ing with  this  new  format  was  held  on 
October  IS*. 

Finally,  the  New  Castle  County  Medi- 
cal Society  Board  of  Directors  now 
meets  quarterly.  This  has  led  to  fur- 
ther cost  savings  leading  to  an  antici- 
pated dues  reduction  for  the  year 

2000. 

I would  like  to  take  this  opportunity  to 
thank  our  committee  chairs,  especially 
Robert  Brereton,  M.D.,  Chair  of  the 


Professional  Conduct  Committee,  and 
Matthew  Burday,  D.O.,  Chair  of  the 
Program  Committee.  I would  also  like 
to  express  my  thanks  to  the  dedicated 
members  of  the  Board  of  Directors,  to 
Mary  LaJudice  for  excellent  adminis- 
trative support  and  to  W.  Thomas  Short 
for  his  years  of  dedication  to  our 
Society. 

Joseph  F.  Hacker,  III,  M.D. 

President 

The  report  was  filed. 


COMMITTEE  ON  AGING  AND 
MEDICAL  DISABILITIES 

The  Committee  on  Aging  and  Medical 
Disabilities,  which  continues  to  meet 
as  a group  with  a special  interest  in 
Geriatrics  and  the  care  of  the  elderly, 
met  quarterly  in  1999.  Dr.  Roger  B. 
Rodrigue  retained  his  position  as  chair 
for  the  committee,  with  representa- 
tives from  the  Medical  Society  of  Dela- 
ware, the  State  of  Delaware,  and  the 
Delaware  Health  Care  Facilities  As- 
sociation serving  as  members. 

Ms.  Eleanor  Cain,  Director  of  the  State 
of  Delaware  Division  of  Services  for 
the  Aging  and  Adults  with  Physical 
Disabilities  (DSAAPD),  kept  the  com- 
mittee informed  of  changes  which 
affected  the  care  delivery  system  for 
the  elderly  in  the  State  of  Delaware. 
This  information  included  legislation  to 
be  created  to  use  the  money  filtered 
into  states  through  the  national  to- 
bacco settlement.  It  is  projected  this 
will  be  used  for  Medicaid,  tobacco 
prevention,  and  to  provide  pharma- 
ceutical assistance  for  low-income 
individuals  who  do  not  qualify  for 
Medicaid  or  Nemours. 

With  regard  to  Medical  managed  long- 
term care,  the  Department  of  Health 
and  Social  Services  initiated  a Medic- 
aid Managed  Long  Term  Care  Commu- 
nity Advisory  Committee  to  gather  in- 
put from  the  community.  The  advisory 
committee  is  comprised  of  about  ten 
members,  one  of  whom  is  Dr.  William 
Shellenberger,  vice-chair  of  the  Com- 
mittee on  Aging.  Meetings  began  in 
February  1999  and  occur  monthly. 
Through  funding  by  the  Robert  Wood 
Johnson  Foundation,  a consultant  was 
secured,  and  an  RFP  is  projected  to 
be  completed  in  January  2000  to  de- 


velop better  standards  for  Medicaid 
managed  long-term  care.  Full  imple- 
mentation of  services  for  the  elderly 
and  disabled  persons  should  occur  in 
Summer  2001. 

Yrene  Waldron  was  welcomed  to  the 
Committee  on  Aging  as  the  new  Ex- 
ecutive Director  of  the  Delaware 
Health  Care  Facilities  Association.  Ms. 
Waldron  explained  many  current  is- 
sues negatively  affecting  nursing 
homes,  including  the  Prospective 
Payment  System  (PPS)  mandated  by 
HCFA  and  several  restrictive  bills  re- 
garding nursing  home  staff. 

Ms.  Waldron  explained  the  new  PPS 
requires  skilled  nursing  services  to  be 
paid  using  a “RUG”  system,  or  Re- 
source Utilization  Group  categoriza- 
tion, instead  of  on  a “reasonable  cost 
basis.”  This  means  patients  are 
“scored”  and  placed  in  varying  treat- 
ments categories  (RUGs),  which  may 
change  continually,  thereby  changing 
the  per  diem  rate  of  reimbursement. 
The  PPS  rate  paid  to  SNF  will  cover 
routine  service  costs  and  ancillary 
services  typically  covered  by  Medi- 
care A;  however,  it  will  not  include 
costs  associated  with  Medicare  B. 

The  problem  with  this  system  is  that 
since  non-therapy  ancillaries  are  allo- 
cated among  patient  classes  as  if  they 
were  nursing  costs,  the  PPS  pay- 
ments for  almost  all  of  the  high  non- 
therapy utilization  patients  are  grossly 
inadequate.  Therefore,  patients  re- 
quiring ancillary  care  such  as  respira- 
tory therapy,  chemotherapy,  etc.,  will 
experience  trouble  finding  a SNF  to 
admit  them,  or  if  they  do,  the  SNF  will 
sustain  significant  financial  hardship. 
A further  effect  has  been  significant 
lay-offs  of  occupational  therapists, 
physical  therapists,  psychologists, 
etc.  Ms.  Waldron  shared  that  HCFA  is 
aware  of  this  problem,  but  will  not 
remedy  any  challenges  until  the  third- 
year  of  the  program  when  research  is 
expected  to  be  reviewed. 

Several  local  bills  were  discussed, 
specifically  Senator  Marshall’s  Sen- 
ate Bill  20  which  mandates  150  hours 
of  training  for  CNAs  (75  clinical  + 75 
classroom).  Senate  Bill  21  eliminates 
the  need  to  prove  intentional  conduct 
in  prosecuting  people  for  abusing  and 
exploiting  infirmed  adults.  The  stan- 
dard of  proof  would  be  “knowingly  or 
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recklessly  causing  abuse.”  Senate 
Bill  22  creates  a 1 4-member  Delaware 
Nursing  Home  Residents  Quality  As- 
surance Commission. 

Ms.  Cain  suggested,  and  the  commit- 
tee concurred,  that  a system  to  re- 
place PPS  should  be  presented  to  the 
Administration  on  Aging  which  facili- 
tates understanding  by  the  resident  of 
Medicare  issues.  Explanation  of  bills, 
charges,  conditions,  etc.  in  the  nurs- 
ing home  to  residents  would  reduce 
fraud,  thereby  satisfying  the  require- 
ments of  HCFA  without  a severe  ripple 
effect  to  nursing  homes.  The  commit- 
tee strongly  feels  that  in  many  in- 
stances, payment-fraud  does  not 
occur  intentionally,  rather  mistakes 
often  happen  due  to  a lack  of  familiar- 
ity of  bills  and  processes  for  the  pa- 
tient. Inevitably  when  regulations  are 
extremely  complex,  unconscious 
fraud  occurs.  The  group  concurred 
that  education  of  both  patient  and 
provider  is  necessary  to  cease  this 
unknowing-fraud. 

The  annual  Beach  Day  Senior 
Wellness  Fair  for  senior  citizens  from 
throughout  Delaware  was  scheduled 
for  Friday,  September  17,  1999  in 
Rehoboth  Beach,  but  was  canceled 
due  to  Hurricane  Floyd.  The  Fair  was 
to  focus  on  health  screening. 

The  Annual  Geriatric  Symposium, 
scheduled  for  December  14,  1999,  is 
expected  to  be  well-received  again, 
with  a projected  audience  of  over 
200. 

Roger  B.  Rodrigue,  M.D.,  M.P.H. 

Chair 

The  report  was  filed. 


CHARITABLE  SERVICES 
COMMITTEE 

The  Charitable  Services  Committee 
has  not  met  in  the  past  calendar  year. 

We  have  continued  to  be  supportive 
of  the  Claymont  Community  Health  Ser- 
vices staffing  it  with  practicing  and 
retired  physicians.  This  has  been  an 
enormously  successful  program  for 
our  committee  and  for  the  citizens  of 
Claymont.  We  continue  to  serve  thou- 
sands of  uninsured  and  under-insured 


individuals  through  a special  liaison 
with  the  family  practice  department  of 
the  Christiana  Care  Health  System. 

We  welcome  additional  participation 
from  all  types  of  physicians  including 
subspecialists.  If  anyone  wishes  to 
participate  on  a several  hour  per  month 
basis  or  has  suggestions  as  to  other 
projects  for  the  Charitable  Services 
Committee,  please  contact  me. 

Dennis  R.  Witmer,  M.D.,  F.A.C.S. 
Chair 

The  report  was  filed. 


JUDICIAL  COUNCIL 


The  duties  and  responsibilities  of  the 
Judicial  Council  are  not  clearly  spelled 
out  in  the  Medical  Society  of  Delaware 
Bylaws  and,  as  a result,  there  ap- 
pears to  be  considerable  overlap  with 
other  Medical  Society  committees, 
hospital  staff  Peer  Review  sections, 
and  the  Board  of  Medical  Practice. 
However,  it  has  been  traditional  that 
the  Judicial  Council  hears  and  passes 
judgment  on  complaints  against  phy- 
sicians relative  to  unethical  or  unpro- 
fessional conduct.  The  council  did  not 
receive  any  such  complaints  in  the 
past  year. 

The  other  major  function  in  recent 
years  has  been  to  consider  requests 
from  members  for  remission  of  dues 
based  on  hardship.  The  council  has 
considered  three  such  requests  in  the 
past  year  and  has  recommended  re- 
mission for  one  year  in  all  three  cases. 
A fourth  letter  was  received  from  a 
long-time  member  indicating  that  in  the 
absence  of  a policy  on  dues  remis- 
sions for  physicians  voluntarily  cut- 
ting back  on  practice,  this  member 
intended  to  effectively  resign  by  non 
payment. 

The  Bylaws  imply  that  dues  remission 
is  for  physicians  who  have  become 
disabled  and  who  would  encounter 
financial  hardship  by  paying  dues. 
Nothing  is  said  about  voluntary  reduc- 
tion in  practice  or  income,  or  if  the 
physician  has  enough  resources  that 
no  hardship  would  exist. 

Since  there  are  no  clear  cut  guide- 
lines, we  are  working  with  the  By- 
laws Committee  to  sort  these  func- 


tions out  and  recommend  changes 
and  clarifications  to  the  Trustees,  and 
thus  eventually  to  the  House  of  Del- 
egates. The  first  meeting  with  the 
Bylaws  Committee  was  September 
15,  1999. 

E.  Wayne  Martz,  M.D. 

Chair 

The  report  was  filed. 


LONG  RANGE  PLANNING 
COMMITTEE 

The  Chair  and  other  members  of  the 
Long  Range  Planning  Committee  have 
been  involved  with  the  Ad  Hoc  Com- 
mittee on  Strategic  Planning  Oversight. 
Therefore,  there  have  been  no  meet- 
ings of  the  committee  this  year. 

Anthony  L.  Cucuzzella,  M.D. 

Chair 

The  report  was  filed. 


AD  HOC  COMMITTEE  FOR 
STRATEGIC  PLANNING 
OVERSIGHT  COMMITTEE 

The  Oversight  Committee  of  the  Ad 
Hoc  Committee  for  Strategic  Planning 
has  met  twice  during  the  year  of  1 999. 
Almost  all  of  the  goals  have  been  met. 

Edward  F.  Quinn,  III,  M.D. 

Chair 

The  report  was  filed. 


ADVISORY  COMMITTEE  TO  THE 
BOARD  OF  MEDICAL  PRACTICE 

Members  of  the  committee  made  them- 
selves available  to  the  Board  of  Medi- 
cal Practice  as  needed  during  the  past 
year. 

The  Advisory  Committee  to  the  Board 
of  Medical  Practice  was  formed  over 
three  years  ago  to  assist  the  Board  of 
Medical  Practice  in  adjudication  of  al- 
legations concerning  physicians  about 
whom  a preliminary  investigation  by 
the  Board  has  determined  that  reason 
exists  for  the  Board  to  take  definitive 
action.  The  advisors  are  not  paid  for 
their  efforts.  The  voluntary  coopera- 
tion of  the  physicians  has  been  grati- 
fying. 
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At  the  request  of  Stephen  R.  Permut, 
M.D.,  the  Chair  has  agreed  to  serve  in 
an  advisory  capacity  to  the  U.S.  Attor- 
ney for  Delaware  in  a manner  similar 
to  its  advisory  capacity  to  the  state 
Board  of  Medical  Practice. 

Martin  Gibbs,  M.D. 

Chair 

The  report  was  filed. 


DELAWARE  FOUNDATION  FOR 
MEDICAL  SERVICES.  LTD. 

The  Delaware  Foundation  for  Medical 
Services,  Ltd.  has  completed  another 
interesting  and  challenging  year. 

First,  following  directions  it  received 
from  the  House  of  Delegates,  the  Foun- 
dation has  spent  the  bulk  of  the  year 
implementing  the  Medical  Society’s 
indigent  care  program.  Two  major 
activities  were  undertaken  to  accom- 
plish this: 

A grant  application  was  developed 
and  submitted  to  the  Robert  Wood 
Johnson  Foundation  in  an  attempt  to 
procure  funding  for  the  personnel 
necessary  to  identify  medical  ser- 
vices (other  than  physician  ser- 
vices) to  fully  implement  the  pro- 
gram. There  is  compelling  logic  to 
the  notion  that  physician  services 
without  ancillary  support  such  as 
pharmaceuticals,  laboratory,  physi- 
cal therapy,  behavioral  health,  hos- 
pitalization, etc.,  would  not  be  ad- 
equate to  meet  the  health  care  needs 
ofour  indigent  population.  The  Rob- 
ert Wood  Johnson  Foundation  is 
currently  reviewing  this  grant  re- 
quest and  we  are  awaiting  a re- 
sponse from  them  regarding  this 
funding  request.  In  the  event  fund- 
ing is  not  obtained  from  the  RWJ 
Foundation,  other  sources  or  inter- 
nal funding  most  likely  will  be  iden- 
tified in  order  that  this  program  can 
go  forward. 

Members  of  the  Foundation’s  Board 
of  Directors  have  met  with  repre- 
sentatives of  the  Delaware  Depart- 
ment of  Health  and  Social  Services 
in  an  effort  to  enlist  the  Department’s 
support  in  the  case  finding  activi- 
ties associated  with  the  indigent 
care  program.  Although  there  has 
been  a favorable  response  on  the 


part  of  the  Department,  much  of  the 
detail  work  needs  to  be  completed 
and  this  promises  to  be  time  con- 
suming and  tedious,  although  a nec- 
essary component  of  the  program. 
This  process  is  ongoing. 

In  addition  to  the  above  projects,  the 
Foundation  has  also  assumed  respon- 
sibility for  the  Dillon  Funds,  which 
have  been  transferred  to  the  Founda- 
tion from  PNC  Bank.  These  funds 
provide  significant  endowment  pro- 
ceeds from  which  it  can  sustain  a 
number  of  health  care  initiatives  in  the 
State.  Therefore,  members  of  the 
Foundation’s  Board  are  currently  de- 
veloping a process  whereby  applica- 
tions for  funding  can  be  processed  in 
a fair  and  consistent  fashion  allowing 
for  maximum  utilization  of  this  re- 
source. 

As  has  been  its  practice  in  prior  years, 
the  Foundation  also  made  a number  of 
modest  awards  to  grantees  request- 
ing support  for  health-related  projects 
in  Delaware.  It  is  anticipated  that 
these  sorts  of  awards  will  be  consid- 
erably enhanced  in  the  future  (with 
the  availability  of  the  Dillon  funds),  but 
it  was  also  felt  appropriate  to  provide 
support,  where  able,  for  existing 
projects. 

Trustees  of  the  Foundation  fully  ex- 
pect that  the  coming  year  will  be  a 
profitable  and  beneficial  one  for  Dela- 
wareans as  a result  of  the  activities  of 
the  Delaware  Foundation  for  Medical 
Services,  Ltd.  This  wholly  owned 
subsidiary  of  the  Medical  Society  of 
Delaware  will  continue  to  make  every 
effort  to  contribute  to  the  improve- 
ment of  the  health  status  of  Delawar- 
eans through  support  of  worthwhile 
projects  and  activities  deemed  wor- 
thy of  the  Foundation’s  support. 

Joseph  A.  Lieberman,  III,  M.D. , M.P.H. 
Chair 

The  report  was  filed  with  the  fol- 
lowing recommendation:  That  in 
the  future,  the  Board  of  Trustees 
of  the  Medical  Society  of  Dela- 
ware on  a regular  basis  review 
the  financial  statements,  award 
grants,  and  annual  audit  of  the 
Delaware  Foundation  for  Medical 
Services,  Ltd. 


DELAWARE  HEALTH  QUALITY 
INSTITUTE  fPHQh 

The  Delaware  Health  Quality  Institute 
(DHQI)  was  set  up  in  1998  as  a joint 
venture  of  the  Medical  Society  of  Dela- 
ware and  the  Delmarva  Foundation 
for  Medical  Care.  This  occurred  at  the 
direction  of  the  Board  of  Trustees  of 
the  Medical  Society  of  Delaware  upon 
recommendation  of  the  Ad  Hoc  Com- 
mittee to  Review  the  PRO  Contract. 
This  occurred  after  extensive  meet- 
ings and  discussions  with  several 
peer  review  organizations,  upon  learn- 
ing that  the  contract  for  PRO  activities 
in  Delaware  was  not  going  to  be  au- 
tomatically renewed  with  the  West 
Virginia  Medical  Institute  (WVMI)  by 
the  Health  Care  Financing  Administra- 
tion (HCFA).  It  was  felt  at  that  time  that 
direct  joint  venture  with  the  Delmarva 
Foundation  for  Medical  Care  and  the 
Medical  Society  would  be  the  best 
way  to  assure  active  involvement  in 
the  PRO  process  by  Delaware  physi- 
cians. On  November  23,  1998,  a Cer- 
tificate of  Incorporation  for  the  Dela- 
ware Health  Quality  Institute  was  filed 
in  the  office  of  the  Secretary  of  State 
with  the  Medical  Society  of  Delaware 
holding  51  percent  stock  and  Delmarva 
Foundation  for  Medical  Care  holding 
49  percent  stock. 

The  Board  was  comprised  of  1 1 mem- 
bers: six  physicians  and  five  non- 

physicians. These  included  Garth  A. 
Koniver,  M.D.,  Chair  (MSD  physician 
representative):  Ms.  Eleanor  Cain, 
Director  of  the  Department  of  Health 
and  Social  Services,  Division  of  Ag- 
ing; Bentley  A.  Hollander,  M.D.  (MSD 
physician  representative);  Christian 
Jensen,  M.D.  (Delmarva  Foundation 
for  Medical  Care  representative); 
Harry  A.  Lehman  III,  M.D.  (MSD  physi- 
cian representative);  Ms.  Suzanne 
Raab-Long  (Hospital  Association  rep- 
resentative); Michael  Moskiewicz, 
M.D.  (Delmarva  Foundation  for  Medi- 
cal Care  representative);  Mr. 
Theodore  Ressler  (Medicare  Benefi- 
ciary); Thomas  Schaefer,  DDS 
(Delmarva  Foundation  for  Medical  Care 
representative);  Ms.  Yrene  Waldron 
(Delaware  Health  Care  Facilities  As- 
sociation representative);  and  Rich- 
ard Wilder,  M.D.  (MSD  physician  rep- 
resentative). 

DHQI  metfourtimes  in  1999:  January 
18,  1999;  March  15,  1999;  May  10, 
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1999;  and  Octobers,  1999.  Primarily, 
through  the  guidance  and  involve- 
ment of  the  Delmarva  Foundation,  the 
business  proposal  for  the  RFP  for  the 
PRO  for  the  State  of  Delaware  was 
submitted  on  April  20,  1999,  with  a 
revised  proposal  submitted  at  HCFA’s 
request,  June  28, 1999.  It  was  learned 
on  July  20,  1999,  that  the  DHQI  pro- 
posal was  denied.  We  followed  pro- 
cedure and  requested  a debriefing, 
followed  by  a formal  protest  later  that 
month.  We  were  informed  that  the 
protest  was  denied  August  27,  1999. 
It  was  a disappointment  not  to  have 
been  awarded  the  PRO  contract;  how- 
ever, this  was  a good  experience  for 
the  Medical  Society  of  Delaware.  We 
have  developed  a relationship  with 
the  Delmarva  Foundation  for  Medical 
Care  and  other  opportunities  may  well 
present  to  further  our  common  goals. 

DHQI  will  remain  as  a quiescent  orga- 
nization and  be  prepared  in  the  future 
to  address  opportunities  which  may 
come  along,  as  well  as  being  pre- 
pared to  bid  on  this  contract  three 
years  hence.  We  will  meet  on  an 
annual  basis,  unless  developments 
may  necessitate  earlier  action. 

In  addition,  the  remaining  bank  ac- 
count of  $950  will  be  combined  with 
the  Medical  Society’s  banking  account 
in  order  to  avoid  fees  which  were 
eroding  its  small  balance.  The  ex- 
penses to  be  incurred  in  the  future 
are:  annual  franchise  tax  and  pos- 
sible meeting  expenses. 

DHQI  remains  ready  to  become  in- 
volved in  evaluation  of  patient  care  as 
it  becomes  necessary  by  Federal  and/ 
or  State  regulations,  and  to  assist 
physicians  in  evaluation  of  this  pro- 
cess. I would  like  to  thank  Mr.  Meister 
and  the  Delmarva  Foundation  for  Medi- 
cal Care  staff  for  all  their  invaluable 
assistance  over  the  past  year. 

Garth  A.  Koniver,  M.D. 

Chair 

The  report  was  filed. 


DELAWARE  COALITION  FOR 
TELECOMMUNICATIONS  IN 
HEALTH  CARE 

Since  1993,  the  Medical  Society  has 
been  interested  in  and  committed  to 
creating  a videoconferencing  system 
in  Delaware,  whereby  physicians  are 


able  to  communicate  in  “real-time”  at 
various  sites. 

In  early  1998,  the  University  of  Dela- 
ware was  secured  as  the  technical 
consultant  for  this  project,  which  was 
to  be  completed  in  four  phases.  In  the 
spring  of  1998  representatives  from 
the  Academy  of  Medicine  and  Medical 
Society  of  Delaware,  along  with  the 
University  of  Delaware,  met  with  Dela- 
ware hospital  administrators  to  re- 
ceive feedback  concerning  a pro- 
posed state-wide  videoconferencing 
and  communications  network  for  Dela- 
ware  hospitals,  a.k.a.,  the 
“telemedicine  project.”  Due  to  a fa- 
vorable response  from  the  hospitals, 
and  after  a lengthy  feasibility  study  by 
the  University,  a plan  was  forwarded 
to  produce  a productive  medium  to 
meet  Delaware’s  advancing  medical 
education  needs.  Phases  I to  III  were 
complete. 

In  late-1998,  the  Medical  Society  of 
Delaware  assumed  the  responsibility 
of  “program  administrator,”  and  the 
Delaware  Coalition  for  Telecommu- 
nications in  Health  Care  was  formed 
to  include  the  expertise  and  involve- 
ment of  hospital  and  medical  associa- 
tion leaders  across  the  state,  and  to 
oversee  the  management  of  Phases 
IV,  or  the  final  phase  of  the  project. 

By  1999,  an  assessment  of  technical 
needs  was  conducted  in  all  Delaware 
hospitals,  and  a formal  RFP  is  ex- 
pected by  November  1999.  Funding  is 
being  pursued  through  local  founda- 
tions, and  full  implementation  is  pro- 
jected for  mid-year  2000. 

Leslie  W.  Whitney,  M.D. 

Chair,  DCTHC 

The  report  was  filed. 


DELAWARE  HEALTH  CARE 
COMMISSION 

The  Delaware  Health  Care  Commis- 
sion is  an  independent  body  that  re- 
ports to  the  Governor  and  the  General 
Assembly.  It  is  comprised  of  four 
government  officials  and  six  private 
citizens  with  a mission  of  promoting 
accessible,  affordable  quality  health 
care  for  all  Delawareans.  The  Com- 
mission meets  as  a whole  on  a regular 
basis  and  also  has  a number  of  com- 
mittees with  diverse  representation 
providing  an  open  forum  to  under- 


stand issues,  review  legislation  and 
formulate  policy.  The  Commission 
evaluates  access  to  as  well  as  the 
cost  and  quality  of  health  care  pro- 
vided to  Delawareans  from  the  per- 
spective of  patients,  purchasers, 
payers,  policy  makers  and  providers. 
In  this  process  it  has  developed  a 
number  of  major  reports:  Access 

(Delawareans  without  health  insur- 
ance); Costs  (health  care  expendi- 
tures in  Delaware,  Cost  shift  in  Dela- 
ware); and  Quality  (consumer  as- 
sessment of  health  plans  survey  - 
CHAPS). 

As  a result  of  the  generation  of  these 
reports,  a number  of  initiatives  have 
been  undertaken  to  remedy  problems 
identified:  Access  (Medicaid  expan- 
sion, Delaware  healthy  children’s  pro- 
grams, small  group  insurance  reforms 
and  employer  tax  reductions);  Costs 
(managing  managed  care  forum,  cost 
shift  project,  Delaware  Health  Infor- 
mation Network  and  expenditure  re- 
ports); and  Quality  (CHAPS  report  and 
managed  care  regulations). 

Qther  activities  the  Health  Care  Com- 
mission has  been  involved  with  in- 
clude: Downstate  Residency  Rota- 

tion Program,  Telemedicine  Program 
and  Diabetes  Task  Force. 

In  addition  to  these  activities,  the  Com- 
mission is  also  responsible  for  the 
administration  of  the  Delaware  Insti- 
tute for  Medical  Education  and  Re- 
search (DIMER).  This  is  a far-reach- 
ing program  involving  the  relationship 
of  the  State  of  Delaware  to  its  medical 
school,  the  Jefferson  Medical  College 
in  Philadelphia.  In  addition,  the  DIMER 
Board  is  also  exploring  the  possibility 
of  a comparable  relationship  being 
developed  with  the  Philadelphia  Col- 
lege of  Qsteopathic  Medicine.  Addi- 
tional DIMER  activities,  such  as  devel- 
oping loan  repayment  programs, 
awarding  grants  and  other  fiscal  mat- 
ters, are  also  ultimately  the  responsi- 
bility of  the  Health  Care  Commission. 

Three  Commission  members  also  sit 
on  the  newly  authorized  Delaware 
Health  Fund  Advisory  Committee  with 
responsibility  for  advising  the  Execu- 
tive Branch  and  the  General  Assem- 
bly regarding  the  expenditure  of  funds 
derived  from  the  National  Attorneys’ 
General  Tobacco  Settlement. 

In  all  of  these  diverse  and  highly  sig- 
nificant activities,  the  Commission 
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continues  to  be  guided  by  its  mission 
to  promote  accessible,  affordable  and 
quality  health  care.  To  date,  the  Com- 
mission has  enjoyed  considerable 
success  and  Delawareans  have  ben- 
efited from  its  activities.  However, 
with  the  availability  of  Tobacco  Settle- 
ment monies,  there  are  still  additional 
opportunities  for  the  Health  Care  Com- 
mission, which  has  a statutory  re- 
quirement to  assist  the  Delaware 
Health  Fund  Advisory  Board,  to  fur- 
ther enhance  and  expand  these  ac- 
tivities to  be  still  a further  benefit  to 
Delawareans. 

Joseph  A.  Lieberman,  III,  M.D.,  M.P.H. 
Member 

The  report  was  filed. 


WEST  VIRGINIA  MEDICAL 
INSTITUTE  fWVMh 

The  West  Virginia  Medical  Institute 
(WVMI)  has,  as  a national  five  year 
contract  with  the  Veterans  Adminis- 
tration, to  do  the  external  peer  review 
program  for  this  system,  and  it  is 
responsible  for  Medicaid  contracts  in 
Virginia  and  West  Virginia.  The  insti- 
tute also  has  the  current  three-year 
Professional  Review  Organization 
contracts  for  Delaware  and  West  Vir- 
ginia. Commencing  with  the  new  three 
year  contracts  beginning  this  year, 
HCFA  will  be  referring  to  the  PROs  as 
“Quality  Improvement  Organizations" 
(QIO’s)  and  so  the  new  acronym  “QIO.” 
The  term  “PRO”  is  being  phased  out. 

For  Medicare  peer  review  purposes 
HCFA  sends  out  requests  for  pro- 
posal for  three-year  contracts  called 
“Scopes  of  Work”  or  SOWs.  HCFA 
evaluates  the  bids  it  receives  with  a 
relatively  complicated  point  system 
based  on  track  record,  personnel, 
infrastructure  etc.,  and  also  awards 
extra  points  for  “in-state  physician 
organizations.”  To  change  physician 
practice  patterns,  local  peer  pressure 
is  important  and  this  is  HCFA’s  ratio- 
nale for  giving  an  edge  in  the  evalua- 
tion process  to  an  in-state  entity.  Con- 
sequently, when  the  upcoming  con- 
tract in  Delaware  was  put  out  to  bid, 
the  winner  of  the  contract  would  most 
likely  be  a corporation  that  was  local 
and  could  also  do  with  expertise  what 
was  required  in  the  6th  SOW.  No  such 
entity  existed  in  Delaware,  and  to 
meet  this  need  DELMARVA,  who  is 
the  QIO  for  Maryland  and  Washington 


DC,  and  the  Medical  Society  formed  an 
organization  to  bid  on  the  contract.  In 
a related  fashion,  WVMI  and  Physi- 
cians Health  Services  (PHS)  of  Dela- 
ware formed  a somewhat  similar  or- 
ganization. Both  non-profit  corpora- 
tions submitted  very  credible  propos- 
als and  Quality  Insights  of  Delaware 
(QID),  which  is  the  organization  formed 
by  WVMI  and  PHS,  was  awarded  the 
contract.  The  contract  was  appealed; 
however,  HCFA  has  upheld  its  initial 
decision  to  award  the  contract  to  QID, 
and  they  will  be  responsible  for  the 
6th  SOW  in  Delaware.  WVMI  was 
recently  awarded  the  contract  for  the 
6th  SOW  in  West  Virginia  on  an  uncon- 
tested basis. 

During  the  previous  year,  the  institute 
has  enlarged  its  staff.  In  the  Dela- 
ware office,  Mr.  Daniel  P.  Jones,  Jr., 
has  been  recently  hired  as  Quality 
Insights  of  Delaware  COO.  He  will  be 
working  full-time  in  the  Delaware  of- 
fice helping  staff  and  Drs.  Sobel  and 
Duncan  in  the  upcoming  6th  Scope  of 
Work  three-year  contract.  In  the  home 
office,  John  Wiesendanger,  MHA, 
joined  the  Institute  as  the  Executive 
Vice  President  and  George  Pickett, 
M.D,  M.P.H.,  continues  as  the  Medical 
Director.  As  information  and  data 
management  are  critical  tools  in  the 
work  of  any  QIO,  these  divisions  in  the 
Institute  have  been  enhanced  and 
enlarged. 

A summary  of  the  6th  SOW  is  as 
follows: 

QUALITY  IMPROVEMENT 
PROJECTS: 

This  portion  of  the  6th  SOW  is  quite 
similar  to  what  the  QIOs  have  been 
doing  during  the  last  several  three- 
year  contracting  periods.  The  empha- 
sis is  on  the  selection  of  critical  path- 
ways that  have  widespread  clinical 
validity,  documenting  compliance,  and 
information  sharing  with  the  partici- 
pating hospitals.  After  the  institution 
has  instituted  any  required  changes  in 
processes,  there  would  be  remea- 
surement to  document  improvement. 

In  the  upcoming  SOW  there  are  six 
national  projects: 

Acute  Myocardial  Infarction: 

The  time  to  the  institution  of 
thrombolytics  or  reperfusion,  ASA  and 
beta  blockers  within  24  hours  of  ad- 
mission and  upon  discharge,  ACE  in- 
hibitors for  low  LVEF,  and  smoking 


cessation  counseling. 

Congestive  Heart  Failure: 
Appropriate  assessment  of  LVEF  and 
ACE  inhibitors  for  low  LVEF. 

Pneumonia: 

Appropriate  cultures  prior  the  antibi- 
otic, time  to  administration  of  antibiot- 
ics with  the  appropriate  use  of  mac- 
rolide  or  beta  lactam  antibiotics  and 
influenza  and  pneumococcal  vacci- 
nation. 

Stroke/TIA/Atrial  Fibrillation: 
Aspirin/antiplatelet  therapy  for  stroke/ 
TIA  and  warfarin  for  chronic  atrial 
fibrillation.  Also  the  reduction  of  inap- 
propriate use  of  sublingual  nifedipine. 
The  reduction  of  strokes  subsequent 
to  carotid  endarterectomy  is  also  a 
part  of  this  study. 

Breast  Cancer: 

Periodic  screening  mammography. 
Diabetes: 

Periodic  retinal  eye  exams.  Annual 
HbA1C  testing,  assessment  of  neph- 
ropathy and  a biennial  assessment  of 
the  lipid  profile. 

The  QIOs  will  also  do  local  quality 
improvement  projects  and  there  is  a 
requirement  to  evaluate  care  beyond 
the  hospital. 

Payment  Error  Prevention  Plan  (PEPP): 
The  Office  of  the  Inspector  General 
(OIG)  audited  1997  Medicare  claims 
and  estimated  more  than  $20  billion 
(11  percent  of  total  fee-for-service 
payments)  represented  overpay- 
ments for  that  year.  Apparently  the 
OIG  based  its  conclusion  on  a review 
of  six  hundred  Medicare  claims  and 
then  extrapolation  was  done  nation- 
wide from  this  sample.  As  far  as 
WVMI  candetermine,  no  West  Virginia 
or  Delaware  charts  were  included  in 
this  600-chart  sample.  The  OIG  went 
on  to  conclude  that  the  most  common 
error  was  payment  for  medically  un- 
necessary service,  followed  by  lack 
of  documentation  of  necessity  and 
incorrect  coding.  These  kinds  of  er- 
rors were  to  blame  for  nearly  all  inpa- 
tient, prospective  payment  system 
overpayments.  Regardless  of  the 
statistical  sampling  techniques  and 
their  validity  in  Delaware,  QIOs  have 
noted  that  there  is  sometimes  signifi- 
cant variation  in  readmission  rates  for 
patients  of  similar  ages  with  appar- 
ently the  same  diagnosis  and 
comorbidities.  The  annual  number  of 
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admissions  for  common  medical  diag- 
nosis such  as  CHF  varies.  When 
comparing  coding  trends  for  some 
hospitals  over  the  last  few  years  there 
has  been  a significant  increase  in  the 
severity  of  illness  and  the  number  of 
comorbidities.  Nationally  the  number 
of  comorbidities  coded  for  Medicare 
patients  has  steadily  increased  over 
the  years.  Some  hospitals  code  for  an 
average  of  three  comorbidities  per 
Medicare  patient  and  others  over  eight. 
Because  of  QIO  studies  finding  wide 
variation  in  coding  issues  and  the 
OIG’s  inferences,  HCFA  believes  there 
can  be  improvements  in  coding  accu- 
racy, that  some  overcoding  is  occur- 
ring, and  that  there  may  be  some  un- 
necessary admissions.  Several  years 
ago  there  was  discussion  within 
HCFA  with  respect  to  how  to  deal  with 
these  findings.  “Hard  liners”  wanted 
to  emphasize  the  enforcement  role  of 
the  federal  government  in  evaluating 
these  variations,  and  others  wanted 
the  QIOs  to  play  the  major  role.  In  the 
6th  SOW,  the  QIOs  were  given  very 
significant  responsibilities  to  investi- 
gate these  issues  in  the  form  of  PEPP. 

The  QIOs  will  be  looking  specifically  at 
the  appropriateness  of  the  admission 
and  the  coding  accuracy  at  the  time  of 
discharge.  The  QIOs  will  be  doing 
more  chart  review  and  the  Clinical 
Data  Abstraction  Centers  (CDAC)  will 
be  supplying  QIOs  with  charts  that 
may  have  coding/admission  problems. 
Non-physicians  will  do  most  of  the 
review;  however,  some  physician  re- 
view will  be  needed.  To  make  this 
portion  of  the  review  more  consistent 
and  credible,  WVMI  will  be  instituting 
a credentialing  process  for  the  doctor 
reviewers.  The  salient  requirements 
in  the  credentialing  process  are  cur- 
rent license,  actively  treating  patients 
in  a hospital  with  hospital  privileges 
beyond  just  the  honorary  level,  board 
certification,  peer  recommendations 
and  inquiry  to  the  National  Practitioner 
Databank.  The  physician  would  have 
to  sign  a “right  to  inquire”  form  and 
WVMI  would  do  much  of  the  legwork 
in  collecting  the  information.  Once 
credentialed,  some  type  of  training 
and  evaluation  process  would  be  in- 
stituted. 

For  PEPP,  HCFA  has  given  the  QIOs 
specific  guidelines.  When  apparent 
problems  are  found,  the  QIO  will  work 
with  the  hospital  and,  where  appro- 
priate, the  institution  will  implement  a 
plan  to  address  the  problem.  The 


emphasis  is  on  consultation  and  edu- 
cation and  then  re-evaluation.  Refer- 
rals to  enforcement  agencies  would 
only  be  done  when  the  above  efforts 
fail.  WVMI  knows  that  none  of  the 
previously  discussed  OIG’s  observa- 
tions prove  coding  errors,  inappropri- 
ate admissions,  or  “fraud  or  abuse.” 
Some  hospitals  may  have  sicker  pa- 
tients than  others  and  the  general 
acuity  of  patients  has  increased  over 
the  years.  There  are  more  patients  in 
their  eighties  and  nineties  now  than 
just  a few  years  ago.  The  coding 
system  is  complex  and  subject  to  le- 
gitimate, multiple  coding  findings  for 
some  hospital  illnesses.  WVMI  is  aware 
of  this,  and  has  a history  of  emphasiz- 
ing the  education  and  evaluative  piece 
as  opposed  to  the  punitive  aspect  of 
oversight  activities.  This  will  con- 
tinue. 

OTHER  6TH  SOIV  ACTIVITIES: 

The  quality  improvement  projects  and 
PEPP  constitute  the  majority  of  QIO 
activities;  however,  there  are  manda- 
tory review  activities  and  beneficiary 
education  requirements  that  will  con- 
tinue from  the  previous  SOW.  They 
are  listed  below. 

• Beneficiary  complaints 

• Violations  of  the  Emergency  Medi- 
cal Treatment  and  Active  Labor 
Act  (EMTALA) 

• Assistants  at  cataract  surgery 

• Hospital  requested  higher- 
weighted  DRG  review 

• Critical  access  hospital  review  for 
LOS  >96  hours 

• Hospital  and  managed  care  plan 
issued  notices  of  noncoverage 
(HINN) 

• Referrals  from  other  contractors/ 
agencies 

• Beneficiary  education  programs 
about  their  rights  and  responsibili- 
ties under  the  Medicare  system. 

HCFA  EVALUATION  OF  QIO 
PERFORMANCE 

During  the  last  several  scopes  of  work 
HCFA  increased  its  monitoring  activi- 
ties of  QIO  performance.  This  will  be 
enhanced  during  the  6th  SOW.  QIOs 
will  be  divided  into  performance  groups 
consisting  of  the  upper  and  lower  25 
percent  and  middle  50  percent.  Remu- 
neration and  contract  renewal  will  be 
based,  in  part,  on  these  evaluations. 

This  is  a capsular  summary  of  WVMI 
and  the  6th  SOW  that  is  being  imple- 
mented. More  information  can  be  ob- 


tained by  calling  me,  422-3034,  or  by 
contacting  the  WVMI  offices  in 
Wilmington  at  655-3077.  WVMI’s 
Charlestons  office  can  be  reached  at 
1-800-642-8686,  and  the  institute  has 
a growing  web  site  at  http:// 
www.wvmi.org.  More  complete  de- 
tails than  given  above  about  PEPP  can 
be  found  at  http://www.wvmi.org/ 
PEPP/PEPP.htm. 

Brett  Elliott,  MD 
Trustee,  WVMI 

The  report  was  filed. 


RESOLUTION  99-1 

Introduced  by:  Michael  R.  Zaragoza,  M.D. 
Subject:  Single  System  for  Health  Informa- 
tion Exchange  in  Delaware 

Whereas,  the  increased  complexity  of 
data  interchange  between  physicians, 
hospitals,  and  insurers  has  resulted  in 
undue  and  excessive  paperwork,  ineffi- 
cient practice  management  and  sig- 
nificant administrative  burden  for  the 
practicing  physician;  and 

Whereas,  the  time  and  effort  devoted 
to  these  interactions  have  detracted 
from  patient  care  and  the  practice  of 
medicine;  and 

Whereas,  Governor  Carper  has  signed 
legislation  creating  a multidisciplinary 
board  to  develop  a single  statewide 
system  for  electronic  data  interchange 
between  providers  and  payers  in  Dela- 
ware; and 

Whereas,  the  Health  Care  Finance 
Administration  (HCFA)  is  in  the  process 
of  adopting  a single  standard  for  elec- 
tronic data  interchange  which  will  ap- 
ply to  all  Medicare  patients  and  the 
Health  Insurance  Portability  and  Ac- 
countability Act  (HIPAA)  has  mandated 
that  all  electronic  transactions  must 
conform  to  a single  standard  by  the  year 
2001;  therefore  be  it 

Resolved,  that  the  Medical  Society  of 
Delaware  support  the  development  of 
a state  and/or  national  health  informa- 
tion network  which  maintains  confiden- 
tiality and  incorporates  a single  stan- 
dardized format  for  electronic  interac- 
tions that  can  be  readily  and  easily 
used  by  all  physicians,  hospitals,  and 
insurers  in  Delaware  when  patient  data 
or  health  information  is  exchanged. 

Adopted  as  Amended  by  House  of  Del- 
egates 11/19/99 
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NOW  INCLUDES 


NUCLEAR 

MEDICINE 

TESTING 

Christiana  Care  Imaging  Services  offers 
outpatient  nuclear  medicine  testing  in 
our  new  patient  facility  in  the  Medical 
Arts  Pavilion  2 on  the  Christiana 
Hospital  campus. 

We  offer  a full  range  of  nuclear  medicine 
testing,  including: 

• Osteoporosis  testing  using 
DEXA  technology 

All  testing  performed  and  interpreted 
under  the  supervision  of  technologists 
and  physicians  certified  by  the  Interna- 
tional Society  for  Clinical  Densitometry. 

• Cardiac  stress  testing  with 
myocardial  perfusion  imaging 
All  procedures  monitored  by  a 
cardiologist  and  nurse. 

Our  new  facility  is  designed  for  your 
patients"  convenience: 

• Ample  free  parking 

• Outpatient  setting 

• Easy  scheduling 

• Most  insurance  accepted 


NUCLEAR  MEDICINE 
SUITE  2223 

MEDICAL  ARTS  PAVILION  2 
NEWARK,  DE  19713 
302-623-4222 


Christiana  care 

Imaging  Services 


INDEX  TO  ADVERTISERS 
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Time  Share  Space  Available  130 


INFORMATION  FOR 
ADVERTISERS 

The  Delaware  Medical  Journal  is  a monthly 
publication  of  the  Medical  Society  of  Dela- 
ware. The  Journal  reaches  approximately  80 
percent  of  the  state's  physicians,  as  well  as 
medical  libraries,  and  hospitals;  its  circula- 
tion is  approximately  1,700. 

Full-,  half-  and  quarter-page  advertisements 
are  accepted.  Half-  and  quarter-page  ads  may 
be  either  vertical  or  horizontal.  The  Journal 
can  provide  such  services  as  four-color  or 
matched  color  ads;  camera  work  (halftones, 
line  shots);  and  typesetting.  (See  Below) 

Closing  for  space  reservations  is  the  first  of 
the  month,  two  months  prior  to  publication. 
Closing  for  materials  is  the  first  of  the  month, 
one  month  prior  to  publication. 

All  advertisements  are  subject  to  approval  by 
the  Publications  Committee  of  the  Medical 
Society  of  Delaware. 

For  a media  kit  or  for  more  information,  call 
Kristine  Riccardino  at  302-658-7596  or  800- 
348-6800  (Kent  or  Sussex  Counties).  You  may 
also  access  our  media  kit  on  the  internet  by 
visiting  our  web  site  at: 

www.medsocdel.org/Publications-Advertise.htm 

Please  type  exactly  as  shown.  This  address 
is  case  sensitive. 


On  The  Cover 

Anthony  Van  Corlear  - Trumpeter  of  New  Amsterdam  c.  1896 

Leaded  glass.  Designed  by  Howard  Pyle  (1853-1911);  Executed  by  Tiffany  Studios 

“But  it  was  a moving  sight  to  see  ye  buxom  lasses,  how  they  hung  about  ye  doughty  Anthony  Van  Corlear.  For  he  was  a jolly, 
red-faced,  lusty  bachelor,  fond  of  his  pipe,  and  withal,  a desperate  rogue  among  ye  women.” 

Inspired  by  Washington  Irving’s  satiric  Diedrich  Knickerbocker’s  History  of  New  York  (1809),  Howard  Pyle’s  leaded  glass  window 
is  true  to  Irving’s  broad  and  bawdy  treatment  of  Peter  Stuyvesant’s  trumpeter.  Pyle  celebrates  not  just  Van  Corlear’s  charm  with 
the  ladies  but  his  love  of  a good  drink.  The  work  was  commissioned  by  the  Colonial  Club  in  New  York  City  and  installed  in  a stairway 
landing.  The  club,  a meeting  place  for  descendants  of  New  York’s  founding  families,  was  dissolved  in  1904. 

The  window  is  the  only  known  working  relationship  between  Pyle  and  the  Tiffany  studios.  In  the  drapery  glass  method  used  in 
Pyle’s  window,  molten  glass  was  worked  on  the  table  into  varying  degrees  of  thickness  similar  to  folds  of  drapery.  Brilliant  hues, 
warm  translucency  and  complex  color  relationships  give  the  glass  beautifully  rich  and  vibrant  effects. 
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FORGET  THE  MILLENNIUM; 

CARDIOLOGY  ROCKETS  THROUGH  ITS  FIRST  CENTURY 


SPECIAL  DEBATE; 


SATURDAY,  APRIL  8,  2000 


The  LDL  cholesterol  should  be  pushed  as  low 
as  possible  in  patients  with  coronary  disease. 
Robert  A.  Vogel,  M.D.,  University  of  Maryland 
School  of  Medicine  vs.  Sergio  Fazio,  M.D.,  PhD, 
Vanderbilt  University  Medical  Center 


MBNA  BOWMAN 
CONFERENCE  CENTER 


NEWARK 


GUEST  FACULTY 


William  T Abraham,  M.D., 

University  of  Cincinnati  College  of  Medicine 

Sergio  Fazio,  M.D.,  PhD, 

Vanderbilt  University  Medical  Center 

Scott  Kaatz,  D.  O.,  FACP,  Henry  Ford  Health  System 

E.  Magnus  Ohman,  M.D., 

Duke  University  Medical  Center 

Scott D.  Solomon,  M.D.,  Brigham  and  Women's 
Hospital  and  Harvard  Medical  School 

Robert  A.  Vogel,  M.D., 

University  of  Maryland  School  of  Medicine 


Call  (302)  366-1825 


Cardiology  Update  2000  is 
supported,  in  part,  by  educational 
grants  from  the  following 
companies: 

Astra  Pharmaceuticals 
Aventis  Pharmaceuticals 
Boston  Scientific  Corporation 
Bristol-Myers  Squibb 
Eli  Lilly  and  Company 
Monarch  Pharmaceuticals 
Novartis  Pharmaceuticals 
Parke-Davis 
Pfizer,  Inc. 

Roche  Diagnostics 
SrnithKline  Beecham 


for  credit  information  or 
to  register  for  this  free  symposium. 


SPONSORED  BY: 

medical  society 

OE  DELAWARE 

IN  PARTNERSHIP  WITH: 

^ CARDIOLOGY 

CONSULTANTS  RA 

[mk  Christiana CAre 

HEALTH  SYSTEM 

American  Heart  Association 
of  Delaware 


00hrct26A 


Papastavros’  Associates  Medical  Imaging, LLC 
Committed...  To  you  and  your  patients! 

B 


maintaining  a leadership  role  in  the  deliv- 


WeVe  there  where  you  need  us! 


ery  of  high-quality  healthcare,  Papastavros’ 
Associates  Medical  Imaging, LLC 
provides  a full  spectrum  of  quality,  state-of- 
the-art  diagnostic  imaging  services  in  a caring 
and  comfortable  environment. 


• X-Ray 

• M R I scanning 
/Open  Scanning 

• Ultrasound, 
including  Cardiac 

• Spiral  C.T.  Scan 

• Mammography/ 
Core  Biopsy 


• Dual  Energy  Bone 
Densitometery 

Nuclear  Medicine 

• Spect  Thalhum/ 
Cardiohte 

• Scintmammography 


Our  Women’s  Centers  are  designed  to  address 

the  health  care  needs  of  all  women: 

• Mammography  services  provided  by  a staff  of 
highly  trained  technicians  and  dedicated 
professionals. 

• OB  and  breast  sonography,  echocardiography, 
cardiac  stress  and  doppler  scans. 

• Stereotactic  breast  biopsy,  the  latest 
technological  advance  in  breast  cancer  detection. 

• Dual  Energy  Bone  Densitometry  to  detect  and 
monitor  osteoporosis  comfortably,  quickly, 
safely  and  precisely 


m are  pleased  to  welcome  new 
facilities  in  Milford,  Lewes  and 
Glasgow.  Full  service  imaging  includ- 
ing a technically  advanced  “Open” 
MRI  for  claustrophobic,  pediatric,  and 
handicapped  patients  is  now  available 
at  our  office  in  the  Glasgow 
Medical  Center. 


• Wilmington 

1701  Augustine  Cut-Off 
Suite,  100,  Bldg.  IV 
Wilmington,  DE  19803 
[302]  652-3016 

• Glasgow 

2600  Summit  Bridge  Road, 
Suite  122 

Glasgow,  DE  19702 
[302)  832-5590  . 

• Newark 

40  Polly  Drummond  Hill  Road, 
Suite  100,  Bldg.4, 

Newark,  DE  19711 
(302)  737-5990 


• Healthcare  Center  at  Christiana, 
200  Hygeia  Drive, 

Newark,  DE  19702 
(302)  421-2121 


Papastavros’ 

Associates 

MED.ICAL 


Imaging  services  provided  include: 


Other  Convenient  Locations; 

1508  Pennsylvania  Avenue  (302]  655-4042 
2700  Silverside  Road  (302]  478-1 100 
1805  Foulk  Road  Suite  1 (302]  475-8036 
420  Christiana  Medical  Center  (302]  368-3959 
1320  Philadelphia  Pike  (302]  792-2529 


1941  Limestone  Road  (302]  633-9873 

702  Delaware  Street,  New  Castle  (302]  328-1502 

Omega  Professional  Center  (302]  738-5500 

5317  Limestone  Road  (302]  239-9415 

550  Stanton-Christiana  Road  (302]  633-9910 


314  E.  Main  St.,  Newark,  (302]  455-0775 
1 1 1 Railroad  Ave.  Elkton,  MD  (410]  392-6155 
556  S.  DuPont  Hwy,  Milford,  (302]  424-4163 
1539  Savannah  Rd,,  Lewes  (302]  655-2590 


IN  THIS  ISSUE 


Medical  Ethics 


N ephron-Sparing 
Surgery 

• 

The  “Pill  Bill” 


The  Patients’ 
Bill  of  Rights 


VOLUME  72  • APRIL  2000  • NUMBER  4 


UNJVERSJTf  Of  MARYLAND  AT 
BALTIMORE 


Library 


^mnimlty  Imaging  0nter 


a division  of  Delaware  Diagnostic  Services,  Inc. 


Meeting  Your  Medical  Imaging  Needs 


Limestone  Medical  Center 

1941  Limestone  Road,  Suite  214 
Wilmington,  DE  19808 

Telephone:  (302)  892-6200 

Fax:  (302)  892-6206 

Internet:  www.limestonemed.com 


David  S.  Grubbs,  M.D.,  FACC,  FACP 
Medical  Director 

Frank  DiGregorio,  CNMT,  RDMS 
Director  of  Diagnostic  Imaging 


Community  Imaging  Centei*  Offers: 


Wiipiii 


Therapy 

M31  Thyroid  Ablation 

Cardiology 

Cardiovascular  Stress  Test 
2-D  Echocardiogram 
ECG 

Holter  Monitor 
Loop  Monitor 
Signal  Averaged  ECG 

Ultrasound 

Abdominal 

Breast 

Extremity 

Obstetrical 


Pelvic 

Retroperitoneal 

Testicular 

Thyroid 

Transvaginal 

Vascular  Ultrasound 

Arterial  Duplex  Scan 
Carotid  Duplex 
Venous  Duplex  Scan 

Nuclear  Medicine 

Abcess  Localization 
Brain  Scan 
Bone  Scan 

Breast  Imaging  (Miriluma) 
First  Pass 

Gastric  Emptying  Scan 


Gastrointestinal  (GO  Bleed  Scan 
Gated  Blood  Pool  (MUGA)  Scan 
Hepatobilary  (HIDA)  Scan 
Liver  and  Spleen  Scan 
Lung  Scan 
Meckel’s  Scan 

SPECT  Myocardial  Perfusion  Scan  i 
(Cardiolite  or  Thallium) 
Parathyroid  Scan 
Renal  Scan 
Testicular  Scan 

Thyroid  Carcinoma  Metastases 
Imaging 
Thyroid  Scan 

Tumor  Localization  | 

i 

Offering  imaging  with:  ; 

Cardiolite  ivpsmimr 


Prompt,  courteous  service  • Test  results  available  in  24  hours  or  less  • All  positive  tests  called  and  faxed 


Limestone 
Medical  Center 


1941  Limestone  Road 
Wilmington,  DE  19808 
(302)  992-0500 

• Medical  Aid  Unit 

• Laboratory 

• X-Ray 

• Ambulatory  Surgery 

Community  Imaging  Center 
(302)  892-6200 

• Nuclear  Medicine 

• Ultrasound 

• Cardiology 

• Therapy 


Mill  Creek 
Medical  Center 


4512  Kirkwood  Highway 
Wilmington,  DE  19808 
(302)  683-0123 

• Laboratory 

• X-Ray 


l 


LabCorp — Charting  New  Frontiers 
in  Research  and  Technology 


As  one  of  the  largest  independent  clinical  laboratories 
in  the  United  States,  LabCorp,  based  in  Burlington, 
North  Carolina,  is  a silent,  but  full,  partner  in  the 
physician/patient  relationship,  and  the  laboratory  of 
choice  for  occupational  testing.  By  getting  physicians, 


hospitals,  and  employers 
the  accurate,  reliable  data 
they  need  in  a timely 
fashion  and  by  pioneering 
new,  cutting-edge  testing 
procedures,  LabCorp  plays 
a critical  role  in  the 
processes  of  patient 
diagnosis,  treatment,  and 
monitoring,  and 
employment  testing. 


LabCorp  is  the  only  commercial  lab  to 
offer  the  VircoGEN  genotypic  assay  for 
enhanced  detection  of  HIV  mutations, 
enabling  speedy  diagnoses  as  well  as  the 
ability  to  predict  the  drug  resistances  of 
an  individual’s  particular  HIV  strain. 


Delaware  Laboratory 
212  Cherry  Lane 
New  Castle,  DE  19720 
302-655-5227 

Susan  M.  Donnelly,  M.D. 
JoanT.  Mobley,  M.D. 


i LabCorp 

Laboratory  Corporation  of  America  " 
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INSTRUCTIONS  TO  AUTHORS 

The  Delaware  Medical  Journal  (DMJ)  is  owned  and  published 
by  the  Medical  Society  of  Delaware  as  a medium  of 
communication,  education  and  expression  for  its  members, 
and  also  for  others  striving  for  excellence  in  medical  practice. 
Articles  in  the  DMJ  are  intended  to  be  scientific  and 
educational  and  are  not  intended  to  reflect  standards  of 
medical  care.  All  material  published  is  under  copyright.  On 
receipt  of  material  submitted  for  publication,  a suitable 
release  form  will  be  sent  for  signature  by  all  authors. 

Scientific  articles  on  medical  matters  are  especially 
welcomed,  including  case  reports,  clinical  experiences, 
observations  and  information  on  matters  relevant  to 
medical  practice.  Other  material  may  also  be  accepted  if  the 
editorial  staff  deems  it  of  interest  to  DMJ  readers.  All 
submissions  should  include  a brief  summary  and  a brief  (one 
to  two  sentence)  biographical  sketch  of  all  authors. 

It  is  highly  recommended  that  authors  familiarize 
themselves  with  DMJ  style  before  submitting  manuscripts 
for  consideration. 

All  material  for  publication  should  be  submitted  on  a 3 1/2" 
computer  diskette  in  Word  6.0.  A printout  of  the  manuscript 
must  accompany  the  disk.  Manuscripts  may  also  be 
submitted  in  paper  form  (typed  or  printed  out  on  good- 
quality  paper  - one  side  only,  one-inch  margins),  though 
computer  disk  is  preferable.  The  ideal  manuscript  length  is 
two  to  12  pages  with  up  to  12  references,  each  keyed  with 
superscripts  in  the  text  in  the  order  cited.  The  format  should 
follow  that  used  in  the  Index  Medicus.  Authors  are 
responsible  for  the  accuracy  of  the  citations. 

Graphs,  charts  and  black-and-white  glossy  photographs  are 
accepted  if  important  to  the  understanding  of  the  text,  but 
should  not  exceed  four  or  five  pieces.  Each  should  have  a label 
affixed  on  its  back  indicating  its  name,  number,  and  “top.”  A 
separate  legend  should  be  provided  for  each.  Do  not  write  on 
the  back,  or  scratch  or  mar  them  using  paper  clips.  Do  not 
mount  them  on  cardboard. 

Photos  of  patients  should  generally  be  taken  in  a way  that 
obscures  the  patient’s  identity.  Photos  in  which  a patient’s 
face  must  be  clearly  seen,  however,  must  be  accompanied  by 
signed  release  forms. 

All  manuscripts  are  reviewed  by  the  editor  and  all  scientific 
articles  are  then  sent  for  peer  review  by  members  of  the 
Editorial  Board  and/or  other  appropriate  physicians.  The 
usual  processing  time  to  publication  is  two  to  four  months, 
though  in  some  circumstances  this  may  be  longer  or  shorter. 
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Your  Protection  Is  Our  Profession 


Wilmington,  Delaware 
302.658.8000 


London,  Engla 
171 .962.2003 


M a 


D i s a b iiL^i  t y 

ProfessiiMllliability 

p r a c t i c e 'D  <=  i 


XI 


ww  w.zutz-pli  .com 


We  know  all  about  protecting 
the  things  you  value.  And  one 
of  your  most  valuable  assets  is 
your  ability  to  practice.  Medical 
liability  insurance  protects  your 
profession  and  your  livelihood. 

Since  1982,  your  MSDIS 
insurance  brokerage  has  provided 
you  with  competent  service  and 
quality  medical  malpractice  insur- 
ance. In  1994,  we  added  a very 
successful  health  insurance  product 
portfolio,  HEALTHSELECT. 

You  can  purchase  ALL  of  your 
insurance  from  one  source  to 
protect  all  the  things  you  value, 
both  your  business  as  well  as 
your  personal  assets.  Zutz,  the 
last  word  in  insurance. 


Iml 


HEALTHSELECT 

Sponsored  insurance  administrators  for  for 
the  Medical  Society  of  Delaware  since  1 995. 
Physicians  who  value  quality  value  Zutz. 


INSURANCE 


The  New 

Wide-Open 

High-Field 

Short-Bore 

Magnet 

For  Your 

Imaging 

Needs 


your  patients  enjoy 
0 3-D  videos  & eable  television 

You  enjoy  high-field  MRI  accuracy 

without  compromise. 


Diagnoslic  Imaging  Associates  is  pleased  to 
introduce  the  highest  strength  magnet  available 
(or  the  millennium:  CIE  I.‘>  Tesla  Si^na  MRI. 
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Medical  Ethics 

Michael  A.  Alexander,  M.D. 


“Speak  your  mind,  but  ride  a fast  horse” 
Texas  Bix  Bender 

So  here  I go! 

The  other  night  the  evening  news  brought  a 
story  about  how  manufacturers  of  products  sold 
in  grocery  stores  have  to  pay  grocers  a fee  (bribe) 
if  they  wished  their  product  to  be  placed  at  the 
end  of  an  aisle  or  at  eye  level  on  the  shelves. 
These  are  the  locations  from  where  products  are 
most  easily  sold.  New  start-up  companies  and 
local  small  companies  often  cannot  afford  the 
bribe  and  find  their  products  condemned  to  the 
shelves  at  the  knee  cap  level.  Those  of  us  who 
are  old  enough  remember  those  dreadful  songs 
that  were  played  over  and  over  on  the  radio 


Michael  A.  Alexander,  M.D.,  practices  pediatric  physical 
medicine  and  rehabilitation  at  A.  I . du  Pont  Hospital  for  Chil- 
dren in  Wilmington,  Delaware.  He  is  the  president  of  the 
Medical  Society  of  Delaware. 


stations  instead  of  the  ones  we  wanted  to  hear. 
The  “Payola  scandals”  of  the  recording  industry 
made  it  all  the  way  to  congressional  hearings. 

Recently,  I received  a communique  from  the 
AMA  stating  that  inappropriate  gifts  from  the 
drug  industry  to  physicians  are  once  again  on 
the  upswing.  In  1991,  based  on  the  work  of  the 
Council  on  Ethical  and  Judicial  Affairs  of  the 
AMA,  the  Annual  Assembly  adopted  and  in- 
cluded in  the  Code  of  Medical  Ethics  as  opinion 
8.06 1 “Gifts  to  Physicians  from  Industry,”  These 
were  further  clarified  and  published  as  an  ad- 
dendum in  the  Food  and  Drug  Law  Journal 
(1992)  entitled  “Clarification  of  Gifts  to  Physi- 
cians.” These  were  adopted  so  that  our  patients 
would  be  assured  that  a physician’s  recommen- 
dation was  based  solely  on  the  patient’s  best 
interests.  It  was  justly  felt  that  it  was  wrong  to 
spend  money  on  physician’s  gifts  that  should  be 
spent  on  research  and  that  a physician  accept- 
ing gifts  increased  the  price  of  drugs.  These 
standards  address  what  we  should  accept  from 
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the  drug  companies  and  regulate  their  involve- 
ment in  the  CME  process. 

In  spite  of  the  above  and  whether  we  like  it 
or  not,  the  topic  of  gifts  to  doctors  from  the 
pharmaceutical  industry  will  not  go  away,  con- 
tinuing to  be  a source  of  controversy  and  con- 
cern. To  accept  gifts  from  the  pharmaceutical 
industry  represents  a risk  to  the  image  of  medi- 
cine. There  are  well-respected  guidelines  that 
will  keep  us  out  of  the  limelight. 

Though  they  know  we  have  guidelines,  the 
industry  continues  to  tempt  us  with  paid  trips  to 
learn  about  their  drugs,  lotteries  for  expensive 
vacations,  and  holding  prepaid  conferences  in 
exotic  locales  for  those  doctors  who  utilized  their 
product.  Let  me  suggest  a few  simple  rules: 
1)  If  it’s  a nice  gift,  it's  wrong  to  accept  it;  2)  If 
it  costs  more  than  a cheap  pen  or  cloth  bag,  stop 
and  think  whether  it  is  payola;  3)  Any  meal  that 
is  gourmet  quality  is  probably  wrong  to  accept; 
4)  An  honorarium  to  attend  a meeting  or  to  go  to 
a consensus  meeting  is  wrong  unless  you  are 
lecturing  or  teaching  for  the  company,  and  you 
do  a full  disclosure  of  your  relationship  with  the 
company. 


Seriously,  accepting  gifts  over  a hundred 
dollars  which  do  not  directly  benefit  your  care  of 
patients  will  give  the  impression  that  you  have 
been  bought  and  do  violate  existing  ethical  stan- 
dards. 

The  medical  society  is  involved  in  providing 
and  certifying  CME  programs  in  Delaware,  and 
we  are  complying  with  all  guidelines  that  per- 
tain to  CME.  We  can  look  any  citizen  of  Dela- 
ware in  the  eye  and  assure  him  or  her  that  when 
it  comes  to  our  educational  programs  there  is  no 
payola.  When  it  comes  to  the  physician,  assur- 
ance must  come  from  each  physician  individu- 
ally. I invite  you  to  join  me  in  reviewing  the 
ethics  codes  which  are  printed  on  pages  161-167 
of  this  issue  of  the  Delaware  Medical  Journal.  If 
you  are  ever  in  doubt,  just  say  “No.”  These  gifts 
are  not  worth  the  price.  “Honesty  is  not  somethin’ 
you  should  flirt  with — you  should  be  married  to 
it”  TBB. 

Michael  A.  Alexander,  M.D. 

President 
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MEDICAL  ETHICS 


Clarification  of  Opinion  8.061 
"Gifts  to  Physicians  from  Industry" 

Council  on  Ethical  and  Judicial  Affairs  of 
the  American  Medical  Association 


THE  OPINION 

E-8.061  Gifts  to  Physicians  from  Industry 
Issued  December  1990  with  companion  report  “Gifts  to 
Physicians  from  Industry.”  Updated  June  1996.  (II) 

Many  gifts  given  to  physicians  by  companies  in 
the  pharmaceutical,  device,  and  medical  equip- 
ment industries,  serve  an  important  and  so- 
cially beneficial  function.  For  example,  compa- 
nies have  long  provided  funds  for  educational 
seminars  and  conferences;  however,  there  has 
been  growing  concern  about  certain  gifts  from 
industry  to  physicians.  Some  gifts  that  reflect 
customary  practices  of  industry  may  not  be 
consistent  with  the  Principles  of  Medical  Ethics. 
To  avoid  the  acceptance  of  inappropriate  gifts, 
physicians  should  observe  the  following  guide- 
lines. 

In  the  interest  of  clarity,  the  Delaware  Medi- 
cal Journal  has  combined  Opinion  8.061  with  its 
companion  report.  This  format  will  list  the 


opinion  guide hne  followed  by  all  applicable  clari- 
fications. 

GENERAL  QUESTIONS: 

(a)  Do  the  guidelines  apply  only  to  pharmaceuti- 
cal, device,  and  equipment  manufacturers? 
“Industry”  includes  all  “proprietary  health- 
related  entities  that  might  create  a conflict  of 
interest,”  as  recommended  by  the  American 
Academy  of  Family  Physicians. 

GUIDELINE  1: 

Any  gifts  accepted  by  physicians  individually 
should  primarily  entail  a benefit  to  patients  and 
should  not  be  of  substantial  value . Accordingly, 
textbooks,  modest  meals  and  other  gifts  are 
appropriate  if  they  serve  a genuine  educational 
function.  Cash  payments  should  not  be  accepted. 
The  use  of  drug  samples  for  personal  or  family 
use  is  permissible  as  long  as  these  practices  do 
not  interfere  with  patient  access  to  drug  samples. 
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It  would  not  be  acceptable  for  non-retired  physi- 
cians to  request  free  pharmaceuticals  for  per- 
sonal use  or  use  by  family  members. 

CLARIFICATION  ON  GUIDELINE  1: 

(a)  May  physicians  accept  gram  stain  test  kits, 
stethoscopes  or  other  diagnostic  equipment? 
Diagnostic  equipment  primarily  benefits  the 
patient.  Hence,  such  gifts  are  permissible  as 
long  as  they  are  not  of  substantial  value.  In 
considering  the  value  of  the  gift,  the  relevant 
measure  is  not  the  cost  to  the  company  of 
providing  the  gift.  Rather,  the  relevant  mea- 
sure is  the  cost  to  the  physician  if  the  physician 
purchased  the  gift  on  the  open  market. 

(b)  May  companies  invite  physicians  to  a dinner 
with  a speaker  and  donate  $100  to  a charity  or 
medical  school  on  behalf  of  the  physician? 

There  are  positive  aspects  to  the  proposal.  The 
donations  would  be  used  for  a worthy  cause,  and 
the  physicians  would  receive  important  infor- 
mation about  patient  care.  There  is  a direct 
personal  benefit  to  the  physician  as  well,  how- 
ever. An  organization  that  is  important  to  the 
physician  — and  one  that  the  physician  might 
have  ordinarily  felt  obligated  to  make  a contri- 
bution to  — receives  financial  support  as  a 
result  of  the  physician’s  decision  to  attend  the 
meeting.  On  balance,  physicians  should  make 
their  own  judgment  about  these  inducements.  If 
the  charity  is  predetermined  without  the 
physician’s  input,  there  would  seem  to  be  little 
problem  with  the  arrangement. 

(c)  May  contributions  to  a professional  society’s 
general  fund  be  accepted  from  industry? 

The  guidelines  are  designed  to  deal  with  gifts 
from  industry  which  affect,  or  could  appear  to 
affect,  the  judgment  of  individual  practicing 
physicians.  In  general,  a professional  society 
should  make  its  own  judgment  about  gifts  from 
industry  to  the  society  itself. 

(d)  When  companies  invite  physicians  to  a dinner 
with  a speaker,  what  are  the  relevant  guidelines? 
First,  the  dinner  must  be  a modest  meal.  Sec- 
ond, the  guideline  does  allow  gifts  that  prima- 
rily benefit  patients  and  that  are  not  of  substan- 
tial value.  Accordingly,  textbooks  and  other 
gifts  that  primarily  benefit  patient  care  and 


that  have  a value  to  the  physician  in  the  general 
range  of  $100  are  permissible. 

(e)  May  physicians  accept  vouchers  that  reim- 
burse them  for  uncompensated  care  they  have 
provided? 

No.  Such  a voucher  would  result  directly  in 
increased  income  for  the  physician. 

(f)  May  physicians  accumulate  “points”  by  at- 
tending several  educational  or  promotional  meet- 
ings and  then  choose  a gift  from  a catalog  of 
education  options? 

This  guideline  permits  gifts  only  if  they  are  not 
of  substantial  value.  If  accumulation  of  points 
would  result  in  physicians  receiving  a substan- 
tial gift  by  combining  insubstantial  gifts  over  a 
relatively  short  period  of  time,  it  wouldbe  inap- 
propriate. 

(g)  May  physicians  accept  gift  certificates  for 
educational  materials  when  attending  promo- 
tional or  educational  events? 

The  Council  views  gift  certificates  as  a grey  area 
which  is  not  per  se  prohibited  by  the  guidelines. 
Medical  text  books  are  explicitly  approved  as 
gifts  under  the  guidelines.  A gift  certificate  for 
educational  materials,  i.e.,  for  the  selection  by 
the  physician  from  an  exclusively  medical  text 
book  catalog,  would  not  seem  to  be  materially 
different.  The  issue  is  whether  the  gift  certifi- 
cate gives  the  recipient  such  control  as  to  make 
the  certificate  similar  to  cash.  As  with  chari- 
table donations,  pre-selection  by  the  sponsor 
removes  any  question.  It  is  up  to  the  individual 
physician  to  make  the  final  judgment. 

(h)  May  physicians  accept  drug  samples  or  other 
free  pharmaceuticals  for  personal  use  or  use  by 
family  members? 

The  Council’s  guidelines  permit  personal  or 
family  use  of  free  pharmaceuticals  (i)  in  emer- 
gencies and  other  cases  where  the  immediate 
use  of  a drug  is  indicated,  (ii)  on  a trial  basis  to 
assess  tolerance,  and  (hi)  for  the  treatment  of 
acute  conditions  requiring  short  courses  of  inex- 
pensive therapy,  as  permitted  by  Opinion  E-8. 19: 
“Self-Treatment  or  Treatment  of  Immediate 
F amily  Members.”  It  would  not  be  acceptable  for 
physicians  to  accept  free  pharmaceuticals  for 
the  long-term  treatment  of  chronic  conditions. 
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(i)  May  companies  invite  physicians  to  a dinner 
with  a speaker  and  offer  them  a large  number  of 
gifts  from  which  to  choose  one? 

In  general,  the  greater  the  freedom  of  choice 
given  to  the  physician,  the  more  the  offer  seems 
like  cash.  A large  number  of  gifts  presented  to 
physicians  who  attend  a dinner  would  therefore 
be  inappropriate.  There  is  no  precise  way  of 
deciding  an  appropriate  upper  limit  on  the 
amount  of  choice  that  is  acceptable.  However,  it 
is  important  that  a specifc  limit  be  chosen  to 
ensure  clarity  in  the  guidelines.  A limit  of  eight 
has  been  chosen  because  it  permits  flexibility 
but  prevents  undue  freedom  of  choice.  Each  of 
the  choices  must  have  a value  to  the  physician 
of  no  more  than  $100. 

GUIDELINE  2: 

Individual  gifts  of  minimal  value  are  permis- 
sible as  long  as  the  gifts  are  related  to  the 
physician’s  work  (e.g.,  pens  and  note  pads). 

GUIDELINES: 

The  Council  on  Ethical  and  Judicial  Affairs 
defines  a legitimate  “conference”  or  “meeting”  as 
any  activity,  held  at  an  appropriate  location 
where,  (a)  the  gathering  is  primarily  dedicated, 
in  both  time  and  effort,  to  promoting  objective 
scientific  and  educational  activities  and  discourse 
(one  or  more  educational  presentation(s)  should  be 
the  highlight  of  the  gathering),  and  (b)  the  main 
incentive  for  bringing  attendees  together  is  to 
further  their  knowledge  on  the  topic(s)  being 
presented.  An  appropriate  disclosure  of  financial 
support  or  conflict  of  interest  should  be  made. 

GUIDELINE  4: 

Subsidies  to  underwrite  the  costs  of  continuing 
medical  education  conferences  or  professional 
meetings  can  contribute  to  the  improvement  of 
patient  care  and  therefore  are  permissible.  Since 
the  giving  of  a subsidy  directly  to  a physician  by 
a company’s  sales  representative  may  create  a 
relationship  which  could  influence  the  use  of  the 
company’s  products,  any  subsidy  should  be  ac- 
cepted by  the  conference’s  sponsor  who  in  turn 
can  use  the  money  to  reduce  the  conference’s 
registration  fee.  Payments  to  defray  the  costs  of 
a conference  should  not  be  accepted  directly 
from  the  company  by  the  physicians  attending 
the  conference. 


CLARIFICATION  ON  GUIDELINE  4: 

(a)  Are  conference  subsidies  from  the  educa- 
tional division  of  a company  covered  by  the  guide- 
lines? 

Yes.  When  the  Council  says  “any  subsidy,”  it 
would  not  matter  whether  the  subsidy  comes 
from  the  sales  division,  the  educational  division 
or  some  other  section  of  the  company. 

(b)  May  a company  or  its  intermediary  send  phy- 
sicians a check  or  voucher  to  offset  the  registra- 
tion fee  at  a specific  conference  or  a conference 
of  the  physician’s  choice? 

Physicians  should  not  directly  accept  checks  or 
certificates  which  would  be  used  to  offset  regis- 
tration fees.  The  gift  of  a reduced  registration 
should  be  made  across  the  board  and  through 
the  accredited  sponsor. 

GUIDELINES: 

Subsidies  from  industry  should  not  be  accepted 
directly  or  indirectly  to  pay  for  the  costs  of 
travel,  lodging  or  other  personal  expenses  of 
physicians  attending  conferences  or  meetings, 
nor  should  subsidies  be  accepted  to  compensate 
for  the  physicians’  time.  Subsidies  for  hospital- 
ity should  not  be  accepted  outside  of  modest 
meals  or  social  events  held  as  a part  of  a confer- 
ence or  meeting.  It  is  appropriate  for  faculty  at 
conferences  or  meetings  to  accept  reasonable 
honoraria  and  to  accept  reimbursement  for  rea- 
sonable travel,  lodging  and  meal  expenses.  It  is 
also  appropriate  for  consultants  who  provide 
genuine  services  to  receive  reasonable  compen- 
sation and  to  accept  reimbursement  for  reason- 
able travel,  lodging  and  meal  expenses.  Token 
consulting  or  advisory  arrangements  cannot  be 
used  to  justify  compensating  physicians  for  their 
time  or  their  travel,  lodging  and  other 
out-of-pocket  expenses. 

CLARIFICATION  ON  GUIDELINE  5: 

(a)  If  a company  invites  physicians  to  visit  its 
facilities  for  a tour  or  to  become  educated  about 
one  of  its  products,  may  the  company  pay  travel 
expenses  and  honoraria? 

This  question  has  come  up  in  the  context  of  a 
rehabilitation  facility  that  wants  physicians  to 
know  of  its  existence  so  that  they  may  refer  their 
patients  to  the  facility.  It  has  also  come  up  in  the 
context  of  surgical  device  or  equipment  manu- 
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facturers  who  want  physicians  to  become  famil- 
iar with  their  products. 

In  general,  travel  expenses  should  not  be 
reimbursed,  nor  should  honoraria  be  paid  for  the 
visiting  physician’s  time  since  the  presenta- 
tions are  analogous  to  a pharmaceutical  com- 
pany’s educational  or  promotional  meetings. 
The  Council  recognizes  that  medical  devices, 
equipment  and  other  technologies  may  require, 
in  some  circumstances,  special  evaluation  or 
training  in  proper  usage  which  cannot  practica- 
bly be  provided  except  on  site.  Medical  special- 
ties are  in  a better  position  to  advise  physicians 
regarding  the  appropriateness  of  reimburse- 
ment with  regard  to  these  trips.  In  cases  where 
the  company  insists  on  such  visits  as  a means  of 
protection  from  liability  for  improper  usage, 
physicians  and  their  specialties  should  make 
the  judgment.  In  no  case  would  honoraria  be 
appropriate  and  any  travel  expenses  should  be 
only  those  strictly  necessary. 

(b)  If  the  company  invites  physicians  to  visit  its 
facilities  for  review  and  comment  on  a product, 
to  discuss  their  independent  research  projects 
or  to  explore  the  potential  for  collaborative  re- 
search, may  the  company  pay  travel  expenses 
and  an  honorarium? 

If  the  physician  is  providing  genuine  services, 
reasonable  compensation  for  time  and  travel 
expenses  can  be  given.  However,  token  advisory 
or  consulting  arrangements  cannot  be  used  to 
justify  compensation. 

(c)  May  a company  hold  a sweepstakes  for  physi- 
cians in  which  five  entrants  receive  a trip  to  the 
Virgin  Islands  or  airfare  to  the  medical  meeting 
of  their  choice? 

No.  The  use  of  a sweepstakes  or  raffle  to  deliver 
a gift  does  not  affect  the  permissibility  of  the 
gift.  Since  the  sweepstakes  is  not  open  to  the 
public,  the  guidelines  apply  in  full  force. 

(d)  If  a company  convenes  a group  of  physicians 
to  recruit  clinical  investigators  or  convenes  a 
group  of  clinical  investigators  for  a meeting  to 
discuss  their  results,  may  the  company  pay  for 
their  travel  expenses? 

Expenses  may  be  paid  if  the  meetings  serve  a 
genuine  research  purpose.  One  guide  to  their 
propriety  would  be  whether  the  NIH  conducts 


similar  meetings  when  it  sponsors  multi-center 
clinical  trials.  When  travel  subsidies  are  ac- 
ceptable, the  guidelines  emphasize  that  they  be 
used  to  pay  only  for  “reasonable”  expenses.  The 
reasonableness  of  expenses  would  depend  on  a 
number  of  considerations.  For  example,  meet- 
ings are  likely  to  be  problematic  if  overseas 
locations  are  used  for  exclusively  domestic  in- 
vestigators. It  would  be  inappropriate  to  pay  for 
recreation  or  entertainment  beyond  the  kind  of 
modest  hospitality  described  in  this  guideline. 

(e)  How  can  a physician  tell  whether  there  is  a 
“genuine  research  purpose?” 

A number  of  factors  can  be  considered.  Signs 
that  a genuine  research  purpose  exists  include 
the  facts  that  there  are  (1)  a valid  study  proto- 
col, (2)  recruitment  of  physicians  with  appropri- 
ate qualifications  or  expertise,  and  (3)  recruit- 
ment of  an  appropriate  number  of  physicians  in 
light  of  the  number  of  study  participants  needed 
for  statistical  evaluation. 

(f)  May  a company  compensate  physicians  for 
their  time  and  travel  expenses  when  they  par- 
ticipate in  focus  groups? 

Yes.  As  long  as  the  focus  groups  serve  a genuine 
and  exclusive  research  purpose  and  are  not  used 
for  promotional  purposes,  physicians  may  be 
compensated  for  time  and  travel  expenses.  The 
number  of  physicians  used  in  a particular  focus 
group  or  in  multiple  focus  groups  should  be  an 
appropriate  size  to  accomplish  the  research  pur- 
pose, but  no  larger. 

(g)  Do  the  restrictions  on  travel,  lodging  and 
meals  apply  to  educational  programs  run  by 
medical  schools,  professional  societies  or  other 
accredited  organizations  which  are  funded  by 
industry,  or  do  they  apply  only  to  programs  devel- 
oped and  run  by  industry? 

The  restrictions  apply  to  all  conferences  or 
meetings  which  are  funded  by  industry.  The 
Council  drew  no  distinction  on  the  basis  of  the 
organizer  of  the  conference  or  meeting.  The 
Council  felt  that  the  gift  of  travel  expenses  is  too 
substantial  even  when  the  conference  is  run  by 
a non-  industry  sponsor.  (Industry  includes  all 
“proprietary  health-related  entities  that  might 
create  a conflict  of  interest”  as  recommended  by 
the  American  Academy  of  Family  Physicians). 
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(h)  May  company  funds  be  used  for  travel  ex- 
penses and  honoraria  for  bona  fide  faculty  at 
educational  meetings? 

This  guideline  draws  a distinction  between  at- 
tendees and  faculty.  As  was  stated,  “it  is  appro- 
priate for  faculty  at  conferences  or  meetings  to 
accept  reasonable  honoraria  and  to  accept  reim- 
bursement for  reasonable  travel,  lodging,  and 
meal  expenses.”  Companies  need  to  be  mindful 
of  the  guidelines  of  the  Accreditation  Council  on 
Continuing  Medical  Education.  According  to 
those  guidelines,  “funds  from  a commercial 
source  should  be  in  the  form  of  an  educational 
grant  made  payable  to  the  CME  sponsor  for  the 
support  of  programming.” 

(i)  May  travel  expenses  be  reimbursed  for  physi- 
cians presenting  a poster  or  a “free  paper”  at  a 
scientific  conference? 

Reimbursement  may  be  accepted  only  by  bona 
fide  faculty.  The  presentation  of  a poster  or  a 
free  paper  does  not  by  itself  qualify  a person  as 
a member  of  the  conference  faculty  for  purposes 
of  these  guidelines. 

(j)  When  a professional  association  schedules  a 
long-range  planning  meeting,  is  it  appropriate 
for  industry  to  subsidize  the  travel  expenses  of 
the  meeting  participants? 

The  guidelines  are  designed  to  deal  with  gifts 
from  industry  which  affect,  or  could  appear  to 
affect  the  judgment  of  individual  practicing 
physicians.  In  general,  a professional  society 
should  make  its  own  judgment  about  gifts  from 
industry  to  the  society  itself. 

(k)  May  continuing  medical  education  confer- 
ences be  held  in  the  Bahamas,  Europe  or  South 
America? 

There  are  no  restrictions  on  the  location  of 
conferences  as  long  as  the  attendees  are  paying 
their  own  travel  expenses. 

(l)  May  travel  expenses  be  accepted  by  physi- 
cians who  are  being  trained  as  speakers  or  fac- 
ulty for  educational  conferences  and  meetings? 
In  general,  no.  Ifa  physician  is  presenting  as  an 
independent  expert  at  a CME  event,  both  the 
training  and  its  reimbursement  raise  questions 
about  independence.  In  addition,  the  training  is 


a gift  because  the  physician’s  role  is  generally 
more  analogous  to  that  of  an  attendee  than  a 
participant.  Speaker  training  sessions  can  be 
distinguished  from  meetings  (See  5b)  with  lead- 
ing researchers,  sponsored  by  a company,  de- 
signed primarily  for  an  exchange  of  information 
about  important  developments  or  treatments, 
including  the  sponsor’s  own  research,  for  which 
reimbursement  for  travel  may  be  appropriate. 

(m)  What  kinds  of  social  events  during  confer- 
ences and  meetings  may  be  subsidized  by  indus- 
try? 

Social  events  should  satisfy  three  criteria.  First, 
the  value  of  the  event  to  the  physician  should  be 
modest.  Second,  the  event  should  facilitate  dis- 
cussion among  attendees  and/or  discussion  be- 
tween attendees  and  faculty.  Third,  the  educa- 
tional part  of  the  conference  should  account  for 
a substantial  majority  of  the  total  time  ac- 
counted for  by  the  educational  activities  and 
social  events  together.  Events  that  would  be 
viewed  (as  in  the  succeeding  question)  as  lavish 
or  expensive  should  be  avoided.  But  modest 
social  activities  that  are  not  elaborate  or  un- 
usual are  permissible,  e.g.,  inexpensive  boat 
rides,  barbecues,  entertainment  that  draws  on 
the  localperformers.  In  general,  any  such  events 
which  are  a part  of  the  conference  program 
should  be  open  to  all  registrants. 

(n)  May  a company  rent  an  expensive  entertain- 
ment complex  for  an  evening  during  a medical 
conference  and  invite  the  physicians  attending 
the  conference? 

No.  The  guidelines  permit  only  modest  hospital- 
ity. 

(o)  If  physicians  attending  a conference  engage 
in  interactive  exchange,  may  their  travel  expenses 
be  paid  by  industry? 

No.  Mere  interactive  exchange  would  not  consti- 
tute genuine  consulting  services. 

(p)  If  a company  schedules  a conference  and 
provides  meals  for  the  attendees  that  fall  within 
the  guidelines,  may  the  company  also  pay  for  the 
costs  of  the  meals  for  spouses? 

If  a meal  falls  within  the  guidelines,  then  the 
physician’s  spouse  may  be  included. 
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(q)  May  companies  donate  funds  to  sponsor  a 
professional  society’s  charity  golf  tournament? 
Yes.  But  it  is  sensible  if  physicians  who  play  in 
the  tournament  make  some  contribution  them- 
selves to  the  event. 

(r)  If  a company  invites  a group  of  consultants  to 
a meeting  and  a consultant  brings  a spouse,  may 
the  company  pay  the  costs  of  lodging  or  meals  of 
the  spouse?  Does  it  matter  if  the  meal  is  part  of 
the  program  for  the  consultants? 

Since  the  costs  of  having  a spouse  share  a hotel 
room  or  join  a modest  meal  are  nominal,  it  is 
permissible  for  the  company  to  subsidize  those 
costs.  However,  if  the  total  subsidies  become 
substantial,  then  they  become  unacceptable. 

GUIDELINE  6: 

Scholarship  or  other  special  funds  to  permit 
medical  students,  residents,  and  fellows  to  at- 
tend carefully  selected  educational  conferences 
may  be  permissible  as  long  as  the  selection  of 
students,  residents,  or  fellows  who  will  receive 
the  funds  is  made  by  the  academic  or  training 
institution.  Carefully  selected  educational  con- 
ferences are  generally  defined  as  the  major 
educational,  scientific  or  policy-making  meet- 
ings of  national,  regional  or  specialty  medical 
associations. 

CLARIFICATION  ON  GUIDELINE  6: 

(a)  When  a company  subsidizes  the  travel  ex- 
penses of  residents  to  an  appropriately  selected 
conference,  may  the  residents  receive  the  sub- 
sidy directly  from  the  company? 

Funds  for  scholarships  or  other  special  funds 
should  be  given  to  the  academic  departments  or 
the  accredited  sponsor  of  the  conference.  The 
disbursement  of  funds  can  then  be  made  by  the 
departments  or  the  conference  sponsor. 

(b)  What  is  meant  by  “carefully  selected  educa- 
tional conferences?” 

The  intent  of  Guideline  6 is  to  ensure  that 
financial  hardship  does  not  prevent  students, 
residents  and  fellows  from  attending  major  edu- 
cational conferences.  For  example,  we  did  not 
want  to  deny  cardiology  fellows  the  opportunity 


to  attend  the  annual  scientific  meeting  of  the 
American  College  of  Cardiology  or  orthopedic 
surgery  residents  the  opportunity  to  attend  the 
annual  scientific  meeting  of  the  American  Acad- 
emy of  Orthopaedic  Surgeons.  However,  it  was 
not  the  intent  of  the  guideline  to  permit  reim- 
bursement of  travel  expenses  in  other  circum- 
stances, such  as  when  conferences  or  symposia 
are  designed  specifically  for  students,  residents 
or  fellows.  Accordingly,  “carefully  selected  edu- 
cational conferences”  should  be  interpreted  as 
follows:  funds  may  be  used  for  the  reasonable 
travel  and  lodging  expenses  of  students,  resi- 
dents and  fellows  to  attend  the  major  educa- 
tional, scientific  or  policy-making  meetings  of 
national,  regional  or  specialty  medical  associa- 
tions. The  Council  recognizes  that  there  may  be 
some  exceptional  conferences  for  all  physicians 
or  even  for  just  students,  residents,  or  fellows 
that  do  not  fall  within  this  definition  of  carefully 
selected  educational  conferences  but  that  meet 
the  spirit  of  Guideline  6.  Accordingly,  the  Coun- 
cil will  consider  proposals  for  travel  and  lodging 
subsidies  for  such  conferences  on  a case-by-case 
basis  and  grant  approval  to  those  that  meet  the 
spirit  of  the  guidelines. 

GUIDELINE  7: 

No  gifts  should  be  accepted  if  there  are  strings 
attached.  For  example,  physicians  should  not 
accept  gifts  if  they  are  given  in  relation  to  the 
physician’s  prescribing  practices.  In  addition, 
when  companies  underwrite  medical  conferences 
or  lectures  other  than  their  own,  responsibility 
for  and  control  over  the  selection  of  content, 
faculty,  educational  methods  and  materials 
should  belong  to  the  organizers  of  the  confer- 
ences or  lectures. 

CLARIFICATION  ON  GUIDELINE  7: 

(a)  May  companies  send  their  top  prescribers, 
purchasers,  or  referers  on  cruises? 

No.  There  can  be  no  link  between  prescribing  or 
referring  patterns  and  gifts.  In  addition,  travel 
expenses,  including  cruises,  are  not  permis- 
sible. 
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(b)  May  the  funding  company  itself  develop  the 
complete  educational  program  that  is  sponsored 
by  an  accredited  continuing  medical  education 
sponsor? 

No.  The  funding  company  may  finance  the  de- 
velopment of  the  program  through  its  grant  to 
the  sponsor,  but  the  accredited  sponsor  must 
have  responsibility  and  control  over  the  content 
and  faculty  of  conferences,  meetings,  or  lec- 
tures. Neither  the  funding  company  nor  an 
independent  consulting  firm  should  develop  the 


complete  educational  program  for  approval  by 
the  accredited  sponsor. 

(c)  How  much  input  may  a funding  company  have 
in  the  development  of  a conference,  meeting,  or 
lecture? 

The  guidelines  of  the  Accreditation  Council  on 
Continuing  Medical  Education  on  commercial 
support  of  continuing  medical  education  ad- 
dress this  question. 
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A Letter  to  the  Physician  Community 

Working  together 
to  develop  our  Cancer  Center 


The  Cancer  Center  to  be  built  on  the  campus  of 
the  Christiana  Hospital  is  the  centerpiece  and 
foundation  for  an  enhanced  cancer  program  in 
Delaware.  Over  the  next  year.  Cancer  Center 
program  development  will  be  the  subject  of  this 
page,  which  will  include  information  about  the 
new  facility,  information  infrastructure, 
leadership  and  care  management  initiatives. 

The  development  process  is  underway  and 
provides  a real  opportunity  for  partnership 
between  physicians,  Christiana  Care, 
community  resources  and  state  government. 

Improved  quality  of  care,  efficient  use  of 
resources,  and  declining  incidence  and 
prevalence  of  cancer  stand  out  among  the  many 
goals  of  the  Cancer  Program.  Multidisciplinary 
teams  working  toward  integrated  processes  of 
care  will  help  ensure  that  specific  populations 
of  patients  are  effectively  educated  and 
appropriately  screened.  Such  processes  ensure 
that  diagnostic  and  treatment  approaches  are 
evidence-based  and  that  outcomes  are 
measured  against  best  practices.  These 
processes  of  care  will  be  continually  reviewed 
for  continuous  improvement. 

In  fact,  we  already  have  formed  these 
multidisciplinary  teams.  We  are  calling  them 
HITs  (Health  Improvement  Teams)  and  they 
have  proved  to  be  exciting  and  successful  since 
their  inception  in  the  fall  of  1999.  There  are 
presently  nine  teams,  representing  nine  site- 
specific  cancers:  breast,  lung,  gastrointestinal, 
gynecologic,  genitourinary,  skin,  head  and  neck, 
hematologic  and  neurological. 

Each  team  is  composed  of  specialists  and 
primary  care  physicians,  chaired  by  a physician 
leader  and  supported  by  care  management  staff 
from  Christiana  Care.  They  decide  their  own 
agenda  and  work  toward  consensus  on  a full 
range  of  issues  surrounding  a site-specific 
malignancy.  They  produce  ''products"  that 
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include  education  and 
screening  guidelines, 
diagnostic  and 
treatment 

recommendations  and 
palliative  care  and  support  protocols.  There 
is  a process  in  place  for  broad  review  and 
input  regarding  these  "products"  before  the 
HITs  sign  off  and  disseminate  the  protocols 
and  guidelines. 

Oversight  of  these  multidisciplinary  HITs  is  the 
responsibility  of  the  Cancer  Program  Planning 
Group  (CPPG).  This  group  has  a broad 
membership,  including  cancer  care  providers, 
primary  care  physicians,  health  system 
physician  leadership  and  administrative 
leadership.  The  CPPG  also  keeps  track  and 
provides  input  into  facility  development,  the 
search  for  a director,  information  system 
development,  patient  support  programs  and 
other  issues. 

Implementation  of  the  Health  Improvement 
Teams'  products,  recommendations  and 
protocols  will  be  a major  challenge  for  the 
CPPG.  This  will  be  especially  true  outside  of 
the  Cancer  Center  building  and  in  physician 
practices  not  directly  linked  to  cancer  care. 
Strategies  to  integrate  the  cancer  program 
throughout  the  community  will  be  the  subject 
of  future  communications. 

In  health  care  delivery  today  and  in  the  future, 
physicians  are  being  called  upon  collectively  to 
accept  the  challenge  of  leadership  with  new 
commitment  and  vigor;  and  individually,  to  act 
in  ways  that  contribute  to  improving  the  health 
of  the  community.  Our  success  in  the  early  days 
of  this  new  decade  could  set  a precedent  for 
many  years  to  come. 

James  H.  Newman,  M.D. 
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ABSTRACT 

This  retrospective  study  examines  partial  ne- 
phrectomies performed  over  a period  of  approxi- 
mately three  years  to  confirm  the  feasibility  of 
the  procedure  for  suspected  renal  cell  carci- 
noma. The  surgeries  were  done  primarily  at  a 
1000-bed,  university-affihated  hospital  by  mem- 
bers of  a private  uro logic  surgery  practice.  We 
examined  whether  recent  advances  in  diagnosis 
and  surgical  therapy  increased  the  viability  of 
partial  nephrectomy  as  an  alternative  to  radical 
nephrectomy  in  certain  carefully  selected  pa- 
tients. 

Patients  underwent  preoperative  evaluation 
to  confirm  suitability  for  partial  nephrectomy. 
Surgeons  used  an  extraperitoneal  approach  and 
mobilized  the  kidney  after  incising  Gerota’s 
fascia.  Nearly  one-third  of  the  procedures  in- 
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volved  renal  cooling.  Because  three  masses 
turned  out  to  be  benign  cysts,  and  one  tumor 
was  an  oncocytoma,  four  patients  with  benign 
disease  were  spared  unnecessary  radical  ne- 
phrectomy. 

With  an  average  follow-up  of  32  months,  all 
patients  remain  free  of  disease  and  are  not 
dependent  on  dialysis.  Our  findings  are  consis- 
tent with  those  of  national  studies  that  show 
partial  nephrectomy  does  not  compromise  dis- 
ease-free survival  in  properly  selected  patients. 
The  success  of  nephron-sparing  surgery  in  this 
sample  opens  the  door  for  exploration  of  more 
advanced,  less  invasive  techniques  for  manage- 
ment of  renal  cell  carcinoma. 


INTRODUCTION 

Renal  cell  carcinoma,  also  known  as  hyperneph- 
roma or  Grawitz’s  tumor,  is  the  most  common 
malignant  neoplasm  of  the  adult  kidney.'  Be- 
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cause  this  type  of  carcinoma  is  resistant  to  both 
radiation  and  chemotherapy,  surgery  remains 
the  most  effective  treatment.  Historically,  the 
method  of  choice  has  been  radical  nephrectomy, 
with  or  without  lymph  node  dissection,  a proce- 
dure that  entails  complete  removal  of  the  con- 
tents of  Gerota’s  fascia  including  the  adrenal 
gland  and  proximal  ureter.  Recent  advances  in 
both  diagnosis  and  surgical  management  of 
renal  cell  carcinoma,  however,  make  partial 
nephrectomy  a viable  and  desirable  alternative 
in  certain  circumstances. 

In  the  past,  partial  nephrectomy  candidates 
primarily  consisted  of  patients  whose  loss  of  an 
entire  kidney  would  require  immediate  dialysis, 
for  example,  those  with  resectable  lesions  in  a 
solitary  kidney  or  synchronous  tumors  in  both. 
Other  indications  for  nephron-sparing  surgery 
included  renal  insufficiency  caused  by  diabetes, 
vascular  disease,  autoimmune  disease,  chronic 
pyelonephritis  or  reflux.  Today,  small  periph- 
eral lesions  and  a normal  contralateral  kidney 
are  considered  acceptable  criteria  for  partial 
nephrectomy. 

This  change  in  approach  has  resulted  from 
the  way  in  which  renal  cell  carcinoma  is  now 
diagnosed.  The  classic  triad  of  flank  pain,  hema- 
turia and  flank  mass,  once  the  hallmark  of  the 
disease,  now  appears  in  fewer  than  10  percent  of 
renal  carcinoma  patients.  Many  more  cases  are 
detected  incidentally  with  ultrasound  and  CT 
scan.  Earlier  detection  means  nephron-sparing 
surgery  is  now  possible  without  sacrificing  dis- 
ease-free survival.^  Also,  CT  and  ultrasound  are 
increasingly  being  used  to  detect  complex  renal 
cysts,  some  of  which  harbor  renal  cell  cancers, 
making  renal  exploration  with  excisional biopsy 
more  frequent  than  in  the  past.  During  a three- 
year  period  from  mid- 1994  through  early  1998, 
ten  patients  underwent  partial  nephrectomies 
with  excellent  results  and  low  comphcation  rates. 
All  patients  avoided  dialysis  and  remain  cancer 
free. 


MATERIALS  AND  METHODS 

Each  patient  was  evaluated  preoperatively  to 
determine  suitability  for  partial  nephrectomy. 
Preoperative  CT  scan  confirmed  whether  or  not 


the  lesion  was  consistent  with  carcinoma,  and 
appropriate  staging  (CT  scan,  chest  X-ray,  blood 
work)  was  performed.  One  patient  had  an  MRI 
because  of  preexisting  renal  insufficiency.  Par- 
tial nephrectomy  was  considered  only  for  pe- 
ripherally located  lesions  smaller  than  3.5-cm 
in  patients  with  a normal  contralateral  kidney. 
If  necessary,  a renal  angiogram  should  be  per- 
formed preoperatively  to  define  renal  vascular- 
ity.^ An  extraperitoneal  approach  was  followed, 
and  the  kidney  was  mobilized  after  incising 
Gerota’s  fascia.  Vascular  control  of  the  renal 
artery  or  arteries  was  implemented  for  subse- 
quent occlusion.  In  most  cases,  the  ureter  was 
isolated  for  possible  stent  placement  to  facihtate 
postoperative  urinary  drainage.  Mannitol  12.5- 
gm  or  25- gm  was  administered  intravenously  to 
promote  diuresis. 

Next,  the  artery  was  occluded  with  a Rummel 
tourniquet  or  noncrushing  clamp . Ice  slush  was 
applied  to  the  kidney  and  to  the  surrounding 
perinephric  fat.  A Lahey  bag  kept  the  ice  slush 
in  close  proximity  with  the  kidney,  a necessity 
for  prolonging  cold  ischemic  time.  To  obtain 
optimal  core  renal  temperature,  the  kidney  was 
cooled  for  at  least  ten  minutes  before  proceeding; 
studies  show  that  the  kidney  can  be  cooled  in 
this  way  for  up  to  three  hours  without  causing 
ischemic  injury.  The  renal  vein  was  not  oc- 
cluded. A surgical  margin  of  at  least  2-cm  was 
obtained,  as  confirmed  by  intraoperative  frozen 
section. 


RESULTS 

The  results  of  partial  nephrectomies  that  mem- 
bers of  our  practice  completed  from  mid- 1994 
through  early  1998  are  found  in  Table  1.  About 
one-third  of  the  procedures  required  renal  cool- 
ing. With  a mean  follow-up  of  33  months  (range 
18-60  months),  all  patients  are  disease  free. 
Three  suspicious  masses  were  benign  cysts;  one 
tumor  was  an  oncocytoma,  which  has  a benign 
course.  Thus,  these  four  patients  avoided  radi- 
cal nephrectomy  for  what  turned  out  to  be 
benign  disease.  No  patient  had  a serious  postop- 
erative complication  (Table  2).  Average  blood 
loss  and  operating  time  were  not  significantly 
greater  than  for  radical  nephrectomy.  Tempo- 
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Table  1.  Partial  Nephrectomies  During  Study  Period  (Mid  1994  through  Early  1998) 


Pt 

FU  (months) 

Mass  Size 

Renal 

Insufficiency 

Treatment 

Cooling 

Djj  (Grade) 

A.M. 

60 

2.5-cm 

Yes 

Lower  pole  nephrectomy 

Yes 

RCC  (2/4) 

Yes 

E.W. 

43 

4.0-cm 

No 

Lower  pole  nephrectomy 

Yes 

Benign  cyst 

Yes 

R.T. 

39 

1.4-cm 

No 

Upper  pole  nephrectomy 

No 

RCC  (2/4) 

Yes 

S.H. 

33 

2-cm 

No 

Wedge  resection 

No 

Benign  cyst 

Yes 

R.N. 

33 

2-cm 

No 

Wedge  resection 

No 

RCC  (2/4) 

Yes 

P.H. 

30 

4.5-cm 

Yes 

Upper  pole  nephrectomy 

Yes 

RCC  (2/4) 

Yes 

D.B. 

30 

1.0-cm 

No 

Wedge  resection 

Yes 

RCC  (1/4) 

Yes 

B.M. 

23 

- 

No 

Lower  pole  nephrectomy 

No 

Trauma 

- 

M.C. 

23 

1.8-cm 

No 

Lower  pole  nephrectomy 

No 

Benign  cyst 

Yes 

F.D. 

18 

2.0-cm 

No 

Wedge  resection 

No 

RCC  (1/4) 

Yes 

rary  incisionalpain  was  the  most  common  com- 
plaint. Follow-up  consisted  of  biannual  visits 
with  periodic  evaluation  using  either  CT  scan  or 
ultrasound  for  patients  with  renal  cell  carcino- 
mas. For  patients  with  fewer  than  one  renal 
unit,  follow-up  included  periodic  evaluation  for 
renal  insufficiency  and  proteinuria. 

Our  results  agree  with  those  of  national 
studies  that  show  how  partial  nephrectomy 
does  not  compromise  disease  free  survival  in 
properly  selected  patients. 


DISCUSSION 


Partial  nephrectomy  ranges  in  type  from  wide 
excision  to  wedge  resection  to  segmental  polar 
nephrectomy.  Key  factors  in  any  type  are  com- 
plete tumor  excision  with  negative  surgical 
margins,  closure  of  the  urinary  collection  sys- 
tem, and  hemostasis.  Intraoperative  ultrasound 
is  used  frequently  to  insure  complete  tumor 
removal.  Perinephric  fat  should  be  excised  with 
the  specimen,  not  stripped  from  the  kidney 
beforehand.  Indigo  carmine  is  given  intrave- 
nously to  identify 
the  collecting  sys- 
tem, which  is  then 
closed  with  ab- 
sorbable sutures. 
Autologous  peri- 


Table 2. 


Comolications 

Incisional  Pain 

6/10 

un 

1/10 

Migrated  stent 

1/10 

nephric  fat  harvested  away  from  the  tumor  is 
placed  in  the  defect  to  control  hemostasis.  To 
avoid  postoperative  urinoma  formation,  the  site 
is  drained  with  a Penrose  or  Jackson-Pratt 
drain.  Strong  suction  type  drains  should  be 
avoided  to  prevent  "wicking"  of  urine  from  the 
repair  site.  A ureteral  stent  is  sometimes  neces- 
sary to  assist  urinary  drainage. 

Advances  in  minimally  invasive  surgery 
make  laparoscopic  ablation  of  small  renal  tu- 
mors feasible.  Renal  cryoablation®  through  the 
laparoscope  has  already  been  done  with  good 
initial  results  and  low  morbidity.  A laparoscopic 
probe  can  be  used  for  real-time  ultrasound  of  the 
renal  surface  to  aid  in  the  freezing  process. 
Radio  frequency  is  also  effective  as  a locally 
destructive  modality  with  preservation  of  the 
normal  renal  parenchyma.  These  techniques 
require  further  study  before  they  can  be  rou- 
tinely implemented. 


CONCLUSION 

We  retrospectively  studied  partial  nephrecto- 
mies performed  over  a period  of  nearly  three 
years  to  determine  whether  partial  nephrec- 
tomy is  a viable  alternative  to  radical  nephrec- 
tomy in  certain  cases.  After  follow-up  periods 
ranging  from  18  to  60  months,  our  patients 
remain  disease  free.  Based  on  our  findings. 
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which  concur  with  those  of  other  investigators 
conducting  studies  nationally,  selected  patients 
can  be  spared  the  severity  of  radical  nephrec- 
tomy and  go  on  to  unremarkable  recovery.  The 
effectiveness  of  nephron-sparing  surgery  for  the 
patients  in  our  sample  suggests  a need  for 
investigation  of  other  less  invasive  techniques 
for  renal  cell  carcinoma  treatment. 
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"Pill  Bill"  Makes  it 
Easier  to  Swallow 

Michael  R.  Zaragoza,  M.D. 


Talk  to  your  senior  citizen  patients  about  health 
care  and  the  one  overriding  concern  raised  most 
often  is  the  spiraling  cost  of  prescription  drugs. 
While  the  cost  of  living  has  risen  minimally,  the 
price  of  prescribed  medications  has  increased  by 
approximately  16  percent  per  year  over  the  past 
several  years.  With  the  ever-expanding  popula- 
tion over  the  age  of  65,  many  on  fixed  incomes, 
the  problem  has  become  more  worrisome  and 
pervasive.  At  long  last,  some  measure  of  help 
has  arrived  for  Delawareans  in  the  form  of  the 
"Pill  Bill,"  which  was  implemented  on 
January  1,  2000. 

This  piece  of  legislation,  formally  known  as 
the  Delaware  Pharmaceutical  Drug  Payment 
Assistance  Program,  was  passed  on  August  3, 
1999  and  provides  prescription  drug  payment 
assistance  for  low-income  seniors.  The  bill,  ini- 
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tially  introduced  in  1979  by  state  senator  David 
McBride  (13th  District)  and  revised  multiple 
times,  is  particularly  important  in  Delaware 
because  of  the  changing  Medicare  landscape  in 
our  state. 

By  January  1999,  three  HMOs  had  an- 
nounced their  withdrawal  of  health  care  cover- 
age for  Delaware  seniors.  As  a result,  13,000 
seniors  were  left  with  two  suboptimal  choices  in 
order  to  retain  coverage.  The  remaining  options 
included  either  a new  HMO,  Signa  Senior  (which 
was  unavailable  in  Kent  and  Sussex  counties 
and  did  not  cover  prescription  drugs)  or  the 
Medigap  plan  which  required  seniors  to  qualify 
for  prescription  coverage  (Nemours).  In  the 
end,  the  majority  of  these  patients  were  left  to 
pay  out-of-pocket  for  prescription  drugs  they 
couldn’t  afford. 

Fortunately,  in  the  spring  of  1999,  suffi- 
cient funds  became  available  after  Delaware 
entered  into  the  Multi-State  Master  Settlement 
Agreement  with  participating  tobacco  manufac- 
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turers.  The  $700  million  awarded  to  Delaware 
over  a 25-year  period  was  just  what  state  legis- 
lators needed  to  financially  support  the  “Pill 
Bill.” 

The  new  legislation  will  defray  the  cost  of 
prescription  drugs  for  approximately  6,700  se- 
niors and  disabled  in  our  state.  Participants 
will  incur  a co-payment  of  $5  or  25  percent  of  the 
cost  of  the  drug,  whichever  is  greater.  All  FDA- 
approved  drugs  are  covered  except  Viagra, 
Rogaine,  and  weight- loss  drugs.  A prescription 
drug  cap  is  set  at  $2500  per  year. 

To  be  eligible,  patients  must  be  at  least  65 
years  of  age  (or  disabled  if  less  than  65)  and  not 
qualify  for  any  other  pharmaceutical  assistance 
through  programs  such  as  Medicaid,  Medicare, 
and  Nemours.  In  addition,  participants  must  be 
Delaware  citizens  for  more  than  one  year  and 
earn  200  percent  of  the  Federal  Poverty  Level. 
Specifically,  this  includes  single  seniors  mak- 
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ing  between  $12,500  - $16,480  and  married 
seniors  makingbetween  $17, 125  - $22, 120.  For 
disabled  patients,  the  income  level  is  $8,240  - 
$ 16,480  ($  1 1,060  - $22, 120  if  married).  The  one 
sticking  point  is  that  income  is  based  on  all 
assets  (not  just  earned  income)  and  thus  may 
exclude  some  well-deserving  patients. 

Nonetheless,  I urge  all  of  you  to  inform  your 
patients  of  the  "Pill  Bill."  Pamphlets  containing 
an  application  form  are  available  through  the 
Delaware  Department  of  Health  and  Social  Ser- 
vices (1-800-996-9969,  ext.  17).  Educate  your 
office  personnel  or  hospital  staff  and  spread  the 
word.  It  is  incumbent  on  us  as  physicians  to 
heighten  the  community’s  awareness  and  be  gin 
the  propagation  of  a worthwhile  program.  De- 
spite a few  imperfections  in  its  eligibility  crite- 
ria, the  "Pill  Bill"  takes  the  important  first  step 
towards  progress  in  an  uphill  health  care 
struggle. 


Board  Certified 

FAMILY  PHYSICIAN 

Seeks  permanent  full  time 
position  in 

Sussex  or  Kent  County 

Delaware  licensed 
and  available  on 
short  notice 

410-651-2604 
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The  Light  at  the  End  of  the  Tunnel: 
Providing  Meaningful  Patient  Protections 

U.S.  Senator  Joseph  R.  Biden,  Jr. 

State  of  Delaware 


Yesterday  was  a typical  day  in  Delaware’s  health 
care  system:  a new  mother  dehvered  a baby  girl 
at  a local  hospital;  a teenager  sprained  her  ankle 
at  basketball  practice  and  went  to  the  emer- 
gency room;  an  elderly  nursing  home  resident 
came  down  with  the  flu  and  was  treated  by  his 
primary  care  doctor. 

But  unfortunately,  yesterday  was  typical  in 
another  way  as  well:  a Delawarean  became 
involved  in  a dispute  with  an  HMO  over  his  or 
her  medical  care  and  now  must  navigate  through 
the  often  complicated  and  confusing  maze  of 
managed  care.  And,  as  is  the  case  all  too  fre- 
quently, physicians  are  caught  in  the  middle 
with  the  needs  and  wants  of  their  p atie  nt  p itte  d 
against  those  of  the  managed  care  organization. 

Late  last  year,  the  U.S.  House  of  Represen- 
tatives and  the  U.S.  Senate  each  passed  differ- 
ent versions  of  the  so-called  Patients’  Bill  of 
Rights  — legislation  designed  to  address  con- 
cerns about  some  of  the  practices  of  HMOs  that 
do  not  seem  focused  on  helping  patients.  Early 


this  month,  negotiators  for  both  chambers  sat 
down  for  their  first  formal  meeting  to  forge  a 
compromise  bill  that  can  be  signed  into  law  by 
the  President. 

Achieving  this  compromise  will  be  no  small 
task.  Some  of  the  differences  between  the  two 
bills  are  rather  significant.  Will  the  Patients’ 
Bill  of  Rights  provide  protection  to  161  million 
people  or  to  only  48  miUion  people?  Will  patients 
who  are  injured  by  the  actions  of  an  HMO  be  able 
to  seek  redress  and  accountability  in  a court  of 
law?  Will  medical  care  decisions  be  made  by 
doctors  or  by  insurance  companies? 

For  me,  the  answers  to  these  questions  are 
not  complicated.  The  Patients’  Bill  of  Rights  — 
like  the  original  Bill  of  Rights  — must  provide 
protection  to  all  Americans,  not  partial  protec- 
tion to  a few.  HMOs  whose  decisions  result  in 
injury  to  patients  must  be  held  accountable. 
And,  decisions  about  medical  care  should  be 
made  by  the  physicians  primarily  concerned 
with  the  patients’  welfare,  not  by  accountants 
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primarily  concerned  with  corporate  profits.  These 
are  the  same  principles  that  have  been  endorsed 
by  the  Medical  Society  of  Delaware,  the  Ameri- 
can Medical  Association  and  numerous  other 
medical  societies. 

To  demonstrate  how  contorted  our  system 
has  become,  1 point  to  a national  study  that  was 
released  last  October.  Its  disturbing  conclusion 
indicated  that  a majority  of  physicians  would 
feel  the  need  to  lie  to  an  insurance  company  if 
services  were  being  withheld  from  their  patients 
that  they  considered  important.  Nearly  half  the 
doctors  surveyed  said  that  they  would  “fudge 
data”  if  they  believed  bypass  surgery  was  indi- 
cated, but  not  approved;  and  one  third  said  they 
would  write  “suspicious  lump”  on  a report  to 
enable  a woman  to  get  a mammogram  they 
believed  was  warranted,  but  not  covered.  Our 
health  care  system  is  obviously  in  trouble  if 
doctors,  for  whom  integrity  must  be  the  corner- 
stone of  their  profession,  feel  they  have  to  falsify 
records  in  order  to  protect  their  patients. 


But  there  is  light  at  the  end  of  the  tunnel. 
Although  there  are  two  competing  versions  of  a 
Patients’  Bill  of  Rights  before  Congress,  many  of 
the  specific  provisions  regarding  emergency  care, 
access  to  specialists,  and  care  for  women  are 
quite  similar.  And,  both  versions  of  the  bill 
share  many  of  the  same  overall  goals.  Members 
ofboth  political  parties  in  the  House  and  Senate 
have  championed  this  issue,  bringing  the  Pa- 
tients’ Bill  of  Rights  within  sight  of  passage  for 
the  first  time.  This  momentum  suggests  that 
there  is  a window  of  opportunity  to  get  a Pa- 
tients’ Bill  of  Rights  passed  this  year. 

We  in  Washington  must  put  aside  the  par- 
tisan bickering  that  causes  political  gridlock 
and  get  down  to  the  basics.  Americans  deserve 
patient  protections  and  progress  in  the  Spring  of 
2000,  not  finger-pointing  and  rhetoric  in  the 
Fall  of  2000.  Let  us  hope  that  the  political 
leaders  and  the  negotiators  working  on  the 
Patients’  Bill  of  Rights  hear  this  message  loud 
and  clear.  Lives  literally  depend  on  it. 


IT’S  YOUR 
TURN  TO 
BE  TAKEN 
CARE  OF 


As  a physician,  you’ve  spent  many  years  perfecting 
your  skills  and  practice  so  that  you  could  provide  your 
patients  with  the  best  possible  care.  But  who  takes  care 
of  you? 

^JC^e  do.  HTH  Associates  has  specialized  in  assisting 
physicians  with  their  diverse  financial  needs  for  over 
25  years.  In  fact,  more  than  400  medical  practices  on 
the  east  coast  rely  on  our  financial  and  retirement 
planning  expertise. 


o ne  of  the  ways  we  assist  physicians  with  their  finan- 
cial planning  needs  has  been  the  creation  and  contin- 
ued sponsorship  of  the  The  Physician  as  a Business'" 
seminar.  Physicians  from  Philadelphia,  Delaware,  New 
Jersey,  Maryland  and  Virginia  have  attended  this  highly 
successful  seminar  to  learn  about  pertinent  financial  and 
retirement  planning  topics  which  are  relevant  to  them. 

If  you’re  interested  in  learning  why  physicians  are 
saying,  “I  barely  have  time  to  keep  up  with  the 
changes  in  my  field  - let  alone  keep  myself  updated 
with  every  change  in  the  tax  laws.  That’s  why  I’m 
making  that  your  job!”,  then  please  contact  us  today 
for  an  appointment  or  to  place  your  name  on  the 
seminar  mailing  list. 


H.  Thomas  Hollinger 

220  Continental  Drive,  .Suite  ,-^lS 
Newark.  DE  19^1,^ 
Plione:  (.W2)'’ .SI -1.^26 
Ea.\:  (.S02)hSS-90H9 


Branch  office  of  171  ~ Capital  Manai>emeni  Company. 
Member  NASD,  SIPC,  Registered  Investment  Advisor 


HTH 

ASSOCIATES 
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Over  the  past  five  years  the  majority  of  managed  care  contracts  and  amendments 
available  to  Delaware  physicians  have  been  reviewed  as  part  of  the  Physicians’  Advocate’s 
Managed  Care  Contracting  Service.  This  member  benefit  has  proven  to  be  an  invaluable 
educational  tool  for  physicians  with  negotiations  of  managed  care  contracts. 

In  2000,  the  Managed  Care  Contracting  Service  is  being  restructured  to  enable 
practices  to  purchase  legal  reviews  of  new  managed  care  contracts  and/or  amendments,  as 
they  are  released,  on  a per  review  basis.  Yearly  enrollment  will  no  longer  be  required. 
These  reviews  will  be  available  for  $45  for  a full  contract  and  $30  for  an 
amendment/addendum. 


All  previously  reviewed  contracts  (1995-1999)  will  also  be  available  for  purchase  for 
only  $20.  These  reviews  include: 


AETNAAISHC 

AMERIHEALTH 

BCBSDE 

Amendment  to  BCBSDE 

BCBSDE  Medicare  Blue  Amendment 
CHRISTIANA  CARE  PHYSICIANS  ORG. 

Amendment  to  CCPO 
FIRST  STA  TE  HEAL  TH  PLAN 
MEDIGROUP  (HORIZON) 

MODEL  MANAGED  CARE  CONTRACT 
NEW  CASTLE  COUNTY  PHYSICIAN  ORG. 


OXFORD  HEALTH  PLAN 
PHYSICIANS  HEALTH  PLAN  ofMD-MAMSI 
PHYSICIAN  HEALTH  SERVICES  ofDE 
PRINCIPAL  HEALTH  CARE 
Advantra 

Amendment  to  Principal  Health  Care 
Ophthalmology  Amendment 
PRIVA  TE  HEAL  THCARE  SYSTEMS 
PRUDENTIAL 
TRICARE 

UNITED  HEALTHCARE 


To  order  any  of  the  contract  reviews  listed  above  contact  the  Physicians’  Advocate 
office  for  an  order  form.  Look  for  announcements  on  the  release  of  new  contract  reviews 
during  2000  in  the  Medical  Society  of  Delaware’s  monthly  newsletter  {MSDNews)  and 
Physicians’  Advocate  Broadcast  Faxes. 

As  always,  we  appreciate  your  continued  support  of  this  important  service.  If  you 
should  have  any  questions,  please  contact  the  Physicians’  Advocate  office  at  (302)  658-7596 
or  (800)  348-6800  Kent  and  Sussex  counties. 


AMA  REPORTS 


Reports  from  the  AMA  Interim 

December  1999 


Amendments  to  Constitution 
and  Bylaws  Report 

MICHAEL  J.  BRADLEY,  D.O. 

The  following  reports  and  resolutions 
were  recommended  for  adoption, 
adopted  as  amended,  or  referred. 


(CEJA)  Council  on  Ethical  and  Judi- 
cial Affairs  Report  1 - Impaired 
Drivers  and  Their  Physicians 

This  report  makes  seven  recommenda- 
tions on  the  physician’s  responsibility  to 
recognize  impairments  in  patients’  driv- 
ing ability  that  pose  a strong  threat  to 
public  safety  and  that  ultimately  may 
need  to  be  reported  to  the  department  of 
motor  vehicles. 

CEJA  Report  3 - Medical  Students 
Performing  Procedures  on  Fellow 
Students 

Medical  students  must  specifically  be 
asked  to  consent  to  procedures  by 


fellow  students,  instructors  should  dis- 
cuss confidentiality  issues,  students 
should  be  given  participation  choices 
prior  to  entering  the  classroom,  and 
students  should  not  be  penalized  for 
refusal  to  participate. 

CEJA  Report  4 - Signing  Bonuses 
To  Attract  Graduates  of  U.S.  Medi- 
cal Schools 

Signing  bonuses  or  compensation 
should  not  be  offered  or  denied  to  a 
resident  physician  based  on  the  coun- 
try where  the  resident  attended  medical 
school. 

CEJA  Report  5 - Ethical  Implica- 
tions of  Surgical  Co-Management 

Significant  testimony  was  heard  on  this 
issue.  The  report  notes  that  surgical  co- 
management arrangements  are  not 
unethical  perse,  but  that  such  arrange- 
ments have  ethical  pitfalls.  Seven  rec- 
ommendations were  made  to  assure 
quality  care  and  other  issues. 


Meeting 


(CC&B)  Council  on  Constitution  and 
Bylaws  Report  4 - Election  Proce- 
dures 

Bylaws  were  approved  to  assure  a 
uniform  process  for  including  the  speci- 
fied number  of  nominees  on  subse- 
quent ballots  when  three  or  more  va- 
cancies are  not  filled  on  the  first  ballot 
forelection  of  Trustees  orCouncil  mem- 
bers. 

Resolution  4 - Bylaws  Change  to 
Expand  the  (SSS)  Specialty  and 
Service  Society  Governing  Body 

Asks  for  the  development  of  Bylaws 
amendments  to  increase  the  number  of 
SSS  Governing  Council  at-large  mem- 
bers from  two  to  four,  and  set  SSS 
Governing  Council  at-large  memberten- 
ure  at  a maximum  of  three  terms. 

Resolution  8 - Establishment  of  a 
Section  Council  on  Endocrinology 

Approved  establishment  of  a Specialty 
Section  Council  on  Endocrinology,  and 
calls  for  Bylaws  amendments  to  include 
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Endocrinology  on  the  list  of  specialty 
section  councils. 

CC&B  Report  1 - Professional  In- 
terest Medical  Associations 

Calls  for  amendments  to  enable  the 
admission  of  Professional  Interest  Medi- 
cal Associations  to  the  House  of  Del- 
egates in  instances  where  the  PIMA 
meets  established  criteria.  The  SSS  will 
have  a significant  new  role  in  the  pro- 
cess for  PIMAs  to  be  seated  in  the 
House. 

CC&B  and  Council  on  Long  Range 
Planning  and  Development 
(CLRPD):  Joint  Report  - AMA  Roles 
and  Responsibilities 
Urges  the  Board  of  Trustees  (BOT)  to 
consider  the  addition  of  the  Speaker  as 
an  ex  officio  non-voting  member  on  its 
Executive  Committee;  to  consider  elimi- 
nation of  the  at-large  positions  on  its 
Executive  Committee;  and  to  enact  By- 
laws amendments  that  address  the 
responsibilities  of  and  the  relationships 
between  the  House  of  Delegates,  Del- 
egates, AMA  Officers,  BOT  Officers, 
the  BOT,  the  Executive  Vice  President, 
and  the  Councils. 

Resolution  1 - Young  Physician 
Position  on  the  Board  of  Trustees 

Resolution  3 - Preservation  of  the 
Young  Physician  Trustee  Position 

Supported  retention  of  the  Young  Phy- 
sician Trustee  position  on  the  BOT. 
There  was  overwhelming  testimony  that 
the  Young  Physician  Trustee  should  be 
retained. 

Resolution  2 - Preserving  the  Tra- 
ditional Patient-Physician  Relation- 
ship 

An  amended  resolution  was  adopted, 
reaffirming  current  policy  and  not  add- 
ing an  eighth  principle  to  the  current 
Principles  of  Medical  Ethics. 

Resolution  5 - Ethical  Standards 
for  Medical  Students  Functioning 
as  Phlebotomists  and  IV  Techni- 
cians 

A substitute  resolution  was  adopted 
that  provides  for  adequate  training  for 
medical  students  to  perform  phlebotomy 
services,  but  ensures  that  the  students 
are  not  unduly  required  to  perform  these 
tasks. 


CEJA  Report  2 - Medical  Student 
Involvement  in  Patient  Care 

This  report  was  referred  back  to  CEJA 
for  clarification  of  certain  key  issues, 
including  foremost,  informed  consent. 

Resolution  6 - Guidelines  Regard- 
ing the  Sale  of  Health  Related  Prod- 
ucts From  Physician  Offices 

The  current  policy  140.931  was  reaf- 
firmed in  lieu  of  this  resolution.  It  was 
felt  that  the  current  policy  covered  all  of 
the  concerns  of  this  new  resolution. 

Resolution  9 - Diversion  Programs 
for  Impaired  Drivers 

A substitute  resolution  was  adopted 
that  calls  for  the  AMA  to  study  diversion 
programs  for  impaired  drivers  who  have 
treatable  conditions,  including  the  im- 
pact on  physician  liability  for  reporting 
these  drivers  to  the  DMV. 


Reference  Committee  B 

MICHAELS.  KATZ,  M.D. 

Actions  taken  by  The  AMA  House  of 
Delegates  on  Reference  Committee  B 
resolutions  (Legislation)  included 
Medicare  Fraud,  Creation  of  an  AMA 
data  bank  on  interstate  practice  of 
medicine,  Antitrust  treatment  of  physi- 
cian joint  ventures.  Federal  pain  relief 
promotion  act,  guidelines  for  a report- 
ing registry  for  medical  incidents,  and 
HMO  liability  policy. 

Persecution  by  the  Department  of 
Justice; 

Asks  the  AMA  to  join  with  other  health 
care  professional  organizations  in  legal 
or  legislative  actions  to  cause  the  gov- 
ernment to  cease  and  desist  from  the 
use  of  inflated  accusations  of  fraud  and 
abuse  by  health  care  providers.  The 
AMA  will  study  the  extent  of  Medicare 
fraud  and  abuse  by  physicians  and 
other  health  care  providers. 

Board  of  Trustees  Report  6;  Cre- 
ation of  AMA  Data  Bank  on  Inter- 
state Practice  of  Medicine: 

Directs  the  AMA  to  study  interstate 
practice  of  medicine  issues  as  they 
relate  to  the  quality  of  care  available  to 
patients,  and  that  the  AMA  explore  their 
vision  of  enhanced  licensure  and  re- 
lated information,  including  telemedicne 
to  members  and  others  through  the 
World  Wide  Web.  The  AMA  is  to  con- 


tinue to  make  information  on  state  legal 
parameters  on  the  practice  of  medicine, 
including  telemedicine,  available  for 
members  and  others. 

Board  of  Trustees  Report  16;  Final 
Report  of  the  Inter-Councii  Task 
Force  on  Privacy  and  Confidential- 
ity: 

Recommends  that  disclosure  of  per- 
sonally identifiable  patient  information 
to  public  health  physicians  and  depart- 
ments is  appropriate  for  the  purpose  of 
addressing  emerging  public  health  emer- 
gencies or  to  comply  with  laws  regard- 
ing public  health  reporting  for  the  pur- 
pose of  disease  surveillance;  and  be- 
fore genetic  testing,  physicians  should 
counsel  patients  on  the  familial  implica- 
tions of  genetic  test  results  and  empha- 
size the  importance  of  sharing  results  in 
instances  where  there  is  a high  likeli- 
hood that  a relative  is  at  risk  of  serious 
harm,  and  where  the  relative  could 
benefit  from  early  monitoring  or  from 
treatment. 

Board  of  Trustees  Report  17;  Phy- 
sicians as  Patients,  Their  Right  to 
Confidentiality: 

Directs  the  AMA  to  reaffirm  policies 
relating  to  the  prevention,  detection, 
and  treatment  of  substance  abuse 
among  physicians  and  that  the  AMA 
continue  to  work  with  the  American 
Society  of  Addiction  Medicine  and  other 
interested  organizations  to  address 
concerns  regarding  substance  abuse 
among  physicians. 

Performance  of  Diagnostic  X-Rays 
by  Nurses  Without  Physician  Su- 
pervision: 

Directs  the  AMA  to  vigorously  oppose 
proposed  rules  by  the  Health  Care  Fi- 
nancing Administration  which  lower  the 
standard  training  required  for  perfor- 
mance of  diagnostic  x-ray  or  other  com- 
plex and  potentially  hazardous  tests. 

Clarification  and  Consolidation  of 
Fraud  investigation  Units: 

Directs  the  AMA  to  encourage  the  fed- 
eral government  to  simplify  and  consoli- 
date the  Medicare  fraud  efforts  of  the 
many  federal  agencies  currently  inves- 
tigating fraud,  and  that  the  AMA  estab- 
lish an  “800  number”  to  make  legal  and 
coding  advice  immediately  accessible 
to  members  and  to  their  legal  counsel  if 
and  when  confronted  or  threatened 
with  fraud  and  abuse  task  force  agents 
and  present  this  program  to  the  AMA 
House  of  Delegates  at  A-2000. 
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Antitrust  Treatment  of  Physician 
Joint  Ventures: 

Asks  the  AMA  to  study  opportunities  for 
antitrust  relief  by  utilization  and  expan- 
sion of  the  National  Cooperative  Re- 
search and  Production  Act  of  1993  to 
include  physician  joint  ventures,  with  a 
report  back  at  I-2000. 

Federal  Pain  Relief  Act: 

Asks  the  AMA  to  work  with  state  and 
national  specialty  societies  to  improve 
the  Pain  Relief  Act  of  1999  by  deletion 
of  those  provisions  which  establish 
federal  protocols  and/or  regulations  for 
pain  management  and  palliative  care, 
and  that  the  AMA  oppose  any  future 
legislation  which  gives  the  federal  gov- 
ernment the  responsibility  to  define 
appropriate  medical  practice  and  regu- 
late such  practice  through  the  use  of 
criminal  penalties. 

Guidelines  for  Reporting  Registry 
for  Medical  Incidents: 

Directs  the  AMA  to  continue  to  encour- 
age the  development  of  guidelines  for  a 
national  reporting  system  for  health  care 
incidents  or  events  which  at  a minimum 
should  include:  a non-punitive  mecha- 
nism for  reporting  incidents;  a post  inci- 
dent evaluation  for  prevention  of  sub- 
sequent occurrences;  federally  guar- 
anteed legislative  protection  from  dis- 
covery for  all  aspects  of  this  informa- 
tion; and  that  the  AMA  assert  its  leading 
role  as  an  advocate  for  patient  care 
through  its  proactive  support  of  the 
National  Patient  Safety  Foundation. 

HMO  Liability  Policy: 

Referred  to  the  BOT;  asks  the  AMA  to 
adopt  policy  reflecting  guiding  principles 
relating  to  HMO  professional  liability, 
and  that  the  AMA  develop  model  state 
legislation  that  would  create,  enhance 
and  expand  administrative,  civil  and 
criminal  penalties  for  the  unlicensed 
practice  of  medicine.  The  AMA  is  also 
asked  to  adopt  policy  that  medical  direc- 
tors acting  on  behalf  of  health  insur- 
ance plans  or  physician  organizations 
are  themselves  engaged  in  the  practice 
of  medicine  and  as  such  must  be  li- 
censed in  their  respective  states. 


Reference  Committee  C 

JAMES  P.  MARVEL,  JR.,  M.D. 

The  following  is  a brief  summary  of  the 
activities  of  Reference  Committee  C. 


The  following  reports  and/or  resolu- 
tions were  recommended  for  adoption. 

Council  on  Medical  Education  Re- 
port I,  Nutritional  and  Dietetic  Edu- 
cation for  Medical  Students: 

This  report  recommended  that  our  AMA 
1)  offer  to  assist  the  American  Society 
for  Clinical  Nutrition  in  meeting  its  com- 
mitment to  insure  that  medical  schools 
have  appropriate  faculty  role  models  to 
teach  clinical  nutrition;  and  2)  identify 
and  disseminate  the  medical  schools 
new  instruction  on  initiatives  that 
heighten  the  relevance  of  clinical  nutri- 
tion content  to  medical  practice. 

Council  on  Medical  Education  Re- 
port II,  An  Update  on  the  Environ- 
ment for  Medical  Students: 

This  report  recommends  that  our  AMA 
1)  reaffirm  existing  policy;  2)  ask  its 
representatives  to  the  liaison  committee 
on  medical  education  (LCME)  to  request 
that  the  LCME  collect  and  make  available 
data  on  medical  schools’  progress  in 
defining  the  standards  of  conduct  in  the 
teacher-learner  relationship  and  on  the 
policies  that  are  implemented  to  ad- 
dress violations  of  these  standards;  3) 
encourage  medical  schools  to  obtain 
student  opinions  about  the  quality  of 
student  services  and  to  correct  areas 
that  are  identified  by  students  as  defi- 
ciencies; 4)  and  disseminate  this  report 
to  medical  schools  to  encourage  aware- 
ness of  the  importance  of  these  issues. 

It  is  noted  that  there  was  significant 
discussion  on  this  report,  particularly 
noting  that  the  emphasis  seemed  to  be 
on  students,  not  teachers,  and  it  was 
felt  strongly  by  the  House  of  Delegates 
that  this  represented  truly  a two-way 
relationship. 

Council  on  Medical  Education  Re- 
port III,  Training  on  Airway  Man- 
agement in  the  Unconscious  Pa- 
tient: 

This  report  recommended  that  our  AMA 
1)  reaffirm  existing  policies;  2)  encour- 
age medical  schools  to  include  specific 
areas  related  to  ainvay  management  as 
part  of  the  required  curriculum;  and  3) 
monitorthe  teaching  in  medical  schools 
related  to  airway  management  in  the 
unconscious  patient. 

Although  this  was  supported  and 
adopted  by  the  House  of  Delegates,  it 
was  strongly  urged  that  the  LCME 
should  monitor  these  activities  rather 
than  the  AMA. 


Council  on  Medical  Education  Re- 
port VII,  Clinical  Skills  Assessment 
During  Medical  School: 

This  responded  to  Recommendation  2, 
of  CME  report  V,  A-99,  which  asked  our 
AMA  to  ask  the  Liaison  Committee  on 
Medical  Education  to  gather  additional 
data  on  the  use  of  clinical  skills  exami- 
nations and  standardized  patients,  and 
to  emphasize  the  importance  of  ad- 
equate clinical  skills  assessment  in  the 
accreditation  process  for  United  States 
medical  schools. 

The  discussion  noted  that  these  activi- 
ties should  be  monitored  and  that  na- 
tional testing  was  not  felt  to  be  appro- 
priate. 

Council  on  Medical  Education  Re- 
port VIII,  Progress  in  Medical  Edu- 
cation: The  Medical  School  Admis- 
sion Process. 

This  report  responded  to  CME  Report  I, 
1-97,  which  asked  that  yearly  reports  be 
provided  to  the  House  “ on  progress 
and  achieving  change  across  the  con- 
tinuum of  medical  education”.  This 
report  addressed  the  medical  school 
admissions  process.  The  report  in- 
cluded four  recommendations  to  sup- 
port the  goal  of  medical  schools  select- 
ing students  with  the  intellectual  and 
attitudinal  qualities  that  prepare  them 
for  entry  into  the  medical  profession. 

Resolution  302,  Health  Services 
Research  M.D./Ph.D.  Training  in 
Medical  School. 

This  report  asked  that  our  AMA  expand 
its  policy  of  strong  support  for  medical 
scientist  training  programs,  to  include 
health  care  policy  research. 

It  was  suggested  in  the  discussion 
relative  to  this  Resolution  that  this  should 
include  also  biomedical , clinical  and  policy 
research. 

Resolution  304,  Non-LCME-Accred- 
ited  Medical  Schools: 

This  Resolution  represented  an  reaffir- 
mation of  existing  policy  asking  the  AMA 
to  educate  premedical  advisors  in  U.S. 
undergraduate  schools  about  the  diffi- 
culties that  their  students  may  encoun- 
ter in  obtaining  a residency  position 
after  graduating  from  a non-Liaison 
Committee  on  Medical  Education-ac- 
credited medical  school. 
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Resolution  306,  Student  Loan  De- 
ferment: 

This  resolution  asked  our  AMA  to  1) 
continue  to  recognize  the  serious  prob- 
lem of  the  expanding  burden  of  medical 
education-related  debt;  and  2)  lobby 
before  the  next  federal  budget  for  de- 
ferment of  medical  student  loans  for  the 
full  initial  residency  program.  There 
was  discussion  on  just  how  long  the 
student  loan  should  be  deferred  and 
this  was  not  firmly  decided. 

Resolution  308,  Medical  Education 
Financing: 

This  Resolution  asked  our  AMA,  in  con- 
sultation with  the  medical  student  sec- 
tion, to  prepare  a comprehensive  report 
for  the  2000  Annual  Meeting  on  Medical 
Education  Financing  to  examine  meth- 
ods of  decreasing  the  cost  of  medical 
education,  specifically  including  tuition 
reduction,  tuition  caps,  increasing  grants 
and  subsidized  loans,  investigating  leg- 
islative and  school-based  aid  options. 

Council  on  Medical  Education  Re- 
port IV,  Compliance  with  Resident 
Matching  Program  Requirements 
by  Residency  Program  Directors 
(Resolution  320,  A-98): 

This  Resolution  asked  our  AMA  to  1) 
distribute  to  its  medical  students  a)  cop- 
ies of  the  National  Resident  Matching 
Program  (NRMP)  brochure,  summariz- 
ing its  policies  and  procedures;  b)  infor- 
mation about  the  process  for  reporting 
violations  of  NRMP  policies  and  proce- 
dures; and  2)  continue  monitoring  the 
issue  and  reporting  annually  to  the 
House  of  Delegates. 

Council  on  Medical  Education  Re- 
port V,  Compliance  With  Resident 
Work-Hour  Requirements  (Substi- 
tute Resolution  313,  1-98): 

This  report  asked  that  our  AMA  use  all 
available  means  to  assure  that  existing 
Residency  Review  Committee  (RRC) 
work-hour  requirements  are  followed 
and  that  they  report  back  to  the  House, 
and  that  the  AMA  RRC  representatives 
report  annually  to  the  Council  on  Medical 
Education  on  the  effectiveness  of  work 
hour  policies.  It  was  also  requested 
that  the  Accreditation  Council  for  Gradu- 
ate Medical  Education  be  asked  to  col- 
lect and  report  annually  the  number  and 
variety  of  violations  of  duty-hour  re- 
quirements identified  by  each  Residency 
Review  Committee. 

There  was  considerable  discussion 
regarding  Council  on  Medical  Education 


Report  V regarding  the  appropriate- 
ness and  availability  of  monitoring  ac- 
tivities, as  well  as  enforcement.  It  was 
interesting  to  note  that  the  American 
College  of  Surgeons’  representative 
strongly  recommended  this  Report,  feel- 
ing that  it  represented  the  possibility  of 
bad  medicine. 

Resolution  305,  Enforcement  of 
ACGME  Requirements: 

This  Resolution  asked  the  AMA  to  em- 
power the  Accreditation  Council  for 
Graduate  Medical  Education  to  use  al- 
ternative means,  including  fines,  for 
enforcing  residency  program  require- 
ments. 

Resolution  309,  Impact  of  the  NLRB 
Ruling  in  the  Boston  Medicai  Cen- 
ter Case: 

This  Resolution  asked  our  AMA  to  pre- 
pare a report  on  the  potential  impact  of 
the  National  Labor  Relations  Board  rul- 
ing on  physicians  in  training,  including 
issues  related  to  education,  graduate 
medical  education  funding,  resident  fi- 
nances and  the  formation  of  house 
staff  organizations. 

Resolution  301,  Facilitating  Entry 
into  Practice: 

This  asked  for  our  AMA  to  1 ) encourage 
residency  program  directors  to  send 
letters,  on  request,  detailing  the 
resident’s  satisfactory  progress  in  the 
residency  to-date  and  expected  gradu- 
ation date  for  the  resident;  2)  work 
toward  acceptance  of  a process  to 
permit  residents  approaching  the 
completion  of  training  to  obtain  provi- 
sional credentials  pending  receipt  of 
documentation  of  residency  comple- 
tion; 3)  work  with  the  National  Commit- 
tee for  Quality  Assurance  to  incorpo- 
rate a timeliness  requirement  for  health 
plan  credentialing  into  HEDIS  require- 
ments; 4)  Work  through  the  American 
Board  of  Medical  Specialties  and  the 
Federation  of  State  Medical  Boards  to 
encourage  timely  notification  of  board 
certification  results  and  medical  licen- 
sure status. 

Resolution  307,  Provisional 
Credentialing  of  Newiy  Trained 
Physicians  for  MCO  Networks: 

This  asked  that  our  AMA  work  with  the 
National  Committee  for  Quality  Assur- 
ance to  establish  guidelines  for  the 
provisional  credentialing  of  newly 
trained  physicians  forthe  managed  care 
organization  networks  within  their  ac- 
creditation standard  for  physician 
credentialing. 


Council  on  Medical  Education  Re- 
port VI,  Physician  and  Non-Physi- 
cian Scope  of  Practice. 

There  was  multiple  and  voluminous  dis- 
cussion on  this  report,  which  asked  our 
AMA  to  1)  reaffirm  existing  policy;  2) 
continue  to  monitor  changes  in  state 
legislation  regarding  prescriptive  au- 
thority and  independent  practice  of 
health  professionals;  3)  report  to  the 
House  on  funded  clinical  research  on 
outcomes  being  undertaken  by  the  Na- 
tional Centerfor  Alternative  and  Comple- 
mentary Medicine;  4)  encourage  medi- 
cal schools  and  residency  programs  to 
develop  experiences  for  medical  stu- 
dents and  resident  physicians  in  the 
team  care  of  patients;  and  5)  study  the 
impact  of  non-clinicians  on  the  educa- 
tion of  students. 

The  Council  on  Medical  Education  was 
also  asked  to  work  with  the  Council  on 
Medical  Service  to  survey  samples  of 
collaboration  between  physicians  and 
non-physician  clinicians  and  report  to 
the  House. 

This  completes  the  Report  of  Reference 
Committee  C at  the  Interim  Meeting  of  the 
AMA  in  San  Diego,  California,  in  Decem- 
ber of  1 999.  It  was  specifically  noted  by 
this  observer  that  unlike  previous  meet- 
ings, while  there  was  voluminous  dis- 
cussion regarding  these  reports  and 
resolutions,  there  did  not  seem  to  be 
significant  disagreement  for  the  adop- 
tion of  these  resolutions  and  reports  as 
part  of  a consent  calendar. 


Reference  Committee  D 

MARSHALL Z.  SCHWARTZ,  M.D. 

Reference  Committee  D dealt  with  nu- 
merous health  care  policy  resolutions. 
One  of  the  highlights  of  this  Reference 
Committee  meeting  was  the  presence 
of  David  Catcher,  M.D.,  Surgeon  Gen- 
eral of  the  United  States.  Twenty-four 
resolutions  were  listed  on  the  agenda. 
Also  as  part  of  the  agenda,  there  were 
several  reports  from  the  Council  on 
Scientific  Affairs.  The  following  reso- 
lutions and  reports  received  general 
support  by  the  delegates  attending  the 
Reference  Committee  meeting. 

Resolution  421  (Allocation  of  To- 
bacco Settlement  Funds). 

This  resolution  called  for  the  money 
generated  from  the  tobacco  company 
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settlement  to  be  used  by  the  States  for 
health  care  related  issues  as  opposed 
to  building  roads  and  other  budgetary 
issues.  There  was  considerable  dis- 
cussion on  this  resolution,  all  of  which 
was  in  favor  of  the  funds  being  used  for 
health  care  related  issues. 

Resolution  416  (Health  Care  Stan- 
dards in  the  United  States  Correc- 
tional Facilities). 

This  resolution  called  for  standardizing 
health  care  for  inmates  in  the  United 
States  correctional  facilities.  Consider- 
able discussion  occurred  regarding  this 
issue.  The  Public  Health  Service  was 
strongly  supportive  of  this  resolution 
and  noted  that  the  State  of  Florida  used 
the  “community  standard”  as  a barom- 
eter for  measuring  standard  of  care  in 
their  correctional  facilities. 

Council  on  Scientific  Affairs  Re- 
port 11  (School  Violence). 

This  report  addressed  the  increasing 
problem  of  school  violence  and  sup- 
ported the  concept  of  seeking  funds  to 
address  this  increasing  problem.  Dr. 
David  Satcher  spoke  strongly  in  favor 
of  this  report.  He  indicated  that  there 
may  be  funds  available  for  this  purpose 
through  the  Robert  Wood  Johnson  Foun- 
dation. Many  other  delegates  also 
strongly  supported  this  report  and  its 
message  to  address  the  problems  with 
school  violence. 

Council  on  Scientific  Affairs  Re- 
port 7 (Sexuality  Education,  Absti- 
nence and  Distribution  of  Con- 
doms in  Schools). 

Considerable  discussion  centered 
around  this  report.  Representatives  of 
the  Public  Health  Service,  including  Dr. 
Satcher,  were  supportive  of  recom- 
mendations contained  in  this  report. 
The  report  reviewed  existing  AMA  poli- 
cies on  sexuality  education,  abstinence 
education,  and  condom  distribution  and 
recommended  that  they  be  consolidated 
into  one  report. 


Reference  Committee  E 

A.P  CIARLO,  M.D. 

The  following  is  a brief  summary  of  the 
activities  of  Reference  Committee  E. 
The  following  reports  and/or  resolu- 
tions were  recommended  for  adoption. 


Council  of  Scientific  Affairs  Report 
13  - Update  on  Clinical  Research, 
Resolution  521 -Support  for  Physi- 
cian Training  in  Clinical  Trials  Re- 
search: 

This  report  reviews  recent  AMA  ac- 
tions on  clinical  research  and  on  the 
activities  of  the  National  Clinical  Re- 
search Summit  project.  The  latter  was 
convened  under  the  auspices  of  the 
AMA,  AAMC,  and  Wake  Forest  Univer- 
sity. This  report  summarizes  the  results 
from  the  Nov.  1998  meeting  at  the 
Graylyn  Conference  Center  at  Wake 
Forest  University.  The  Graylyn  Devel- 
opment Consensus  Conference  built  a 
consensus  statement  on  the  problems 
surrounding  clinical  research  and  de- 
veloped a set  of  goals  and  objectives. 
The  report  called  for  the  establishment 
of  a Clinical  Research  Round-table  un- 
der the  auspices  of  the  Institute  of 
Medicine  and  the  Commission  of  Life 
Science  at  the  National  Academy  of 
Sciences  to  address  and  respond  to 
these  issues. 

Resolution  512-Geneticaliy  Modi- 
fied Foods: 

This  resolution  asks  the  AMA  to  study 
the  issue  of  genetically  modified  foods 
especially  as  they  relate  to  the  environ- 
ment as  well  as  on  humans.  It  was  also 
suggested  that  issues  pertaining  to  food 
born  illnesses  and  reduced  use  of  pes- 
ticides should  also  be  considered  in 
such  a study. 

Board  of  Trustees  Report  7-Health 
Plan  Drug  Formularies  and  Legis- 
lation: 

This  report  recommends  that  our  AMA 
continue  to  insist  that  managed  care 
plans  identify  participating  physicians 
as  their  “medical  staff  and  that  they 
use  such  staff  as  part  of  properly 
elected  pharmacy  and  therapeutic  com- 
mittee to  develop  and  approve  plan 
formularies.  That  our  AMA  encourage 
the  development  of  innovative  mecha- 
nisms such  as  tiered  co-pays,  to  allow 
greater  choice  and  economic  responsi- 
bility in  drug  selection,  and  that  our  AMA 
defer  a decision  on  the  development  of 
a national  formulary. 

Board  of  Trustees  Report  9-Guide- 
lines for  Review  of  PAP  Smears  in 
the  Context  of  Potential  Litigation: 

This  report  evaluates  the  appropriate- 
ness of  guidelines  concerning  potential 


liability  issues  related  to  the  clinical  use 
of  the  Pap  smear,  and  compares  the 
main  elements  of  these  guidelines  with 
existing  AMA  policies.  It  asks  that  the 
CSA  comment  on  the  issues  that  are 
raised  by  the  use  of  the  Pap  smear  as 
a screening  test,  its  inherent  limitations 
and  the  implications  of  a single  false 
negative  test. 

Council  of  Scientific  Affairs  Report 
2-Labeling  of  Prescription  Drug 
Containers  for  Generic-Substi- 
tuted drugs: 

This  report  briefly  reviews  the  subject 
of  prescription  labeling  and  recommends 
that  an  auxiliary  label  that  states  “This 
medication  contains  the  same  active 
ingredient  you  have  been  getting.  Color, 

size,  shape  may ” be  affixed  to 

the  primary  label  and  recommends  modi- 
fications to  current  policy  to  further 
diminish  the  potential  for  confusion,  par- 
ticularly when  switching  occurs  be- 
tween different  generic  drugs. 

Council  of  Scientific  Affairs  Report 
10-Neonatai  Circumcision: 

This  report  recommends  that  our  AMA 
encourage  that  training  programs  for 
pediatricians,  obstetricians,  and  family 
physicians  incorporate  information  on 
the  use  of  pain  control  techniques  for 
neonatal  circumcision  and  that  they 
support  the  general  principles  of  the 
1999  Circumcision  Policy  Statement  of 
the  American  Academy  of  Pediatrics 
which  reads  as  follows:  “Existing  sci- 
entific evidence  demonstrates  potential 
medical  benefits  of  newborn  circumci- 
sion; however,  these  data  are  not  suf- 
ficient to  recommend  routine  neonatal 
circumcision.  In  circumstances  in  which 
there  are  potential  benefits  and  risks, 
yet  the  procedure  is  not  essential  to  the 
child’s  current  well  being,  parents 
should  determine  what  is  in  the  best 
interest  of  the  child.  To  make  an  in- 
formed choice,  parents  of  all  male  in- 
fants should  be  given  accurate  and 
unbiased  information  and  be  provided 
the  opportunity  to  discuss  this  decision. 
If  a decision  for  circumcision  is  made, 
procedural  anesthesia  should  be  pro- 
vided. “Our  AMA  should  urge  that  as 
part  of  the  informed  consent  discus- 
sion, the  risks  and  benefits  of  pain 
control  techniques  for  circumcision  be 
thoroughly  discussed  to  aid  parents  in 
making  their  decisions. 
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Resolution  501-Truth  in  Advertis- 
ing for  Herbal  Remedies,  Vitamins, 
and  Dietary  Supplements 

Resolution  505-Truth  in  Dietary 
Supplement  Advertising 
Resolution  510-Dietary  Supple- 
ments 

Resolution  516-FDA  Regulation  of 
Dietary  Suppiements  and  Herbai 
Remedies 

Resolution  520-Education  on  and 
Regulation  of  Herbal  Remedies; 

These  resolutions  that  our  AMA  work 
with  [1]  the  FDA  to  educate  physicians 
and  the  public  about  FDA’s  Med  Watch 
program  and  to  strongly  encourage 
physicians  and  the  public  to  report  po- 
tential adverse  events  associated  with 
dietary  supplements  and  herbal  rem- 
edies to  help  support  FDA’s  efforts  to 
create  a database  of  adverse  event 
information  on  these  forms  of  alterna- 
tive/complementary therapies;  and  [2] 
Congress  to  modify  the  Dietary  Supple- 
ment Health  and  Education  Act  to  re- 
quire that  dietary  supplements  and  herbal 
remedies  including  the  products  already 
in  the  marketplace  undergo  FDA  ap- 
proval for  evidence  of  safety  and  effi- 
cacy; meet  standards  established  by 
the  United  States  Pharmacopoeia  for 
identity,  strength,  quality,  purity,  packet 
aging,  and  labeling;  and  meet  FDA  post 
marketing  requirements  to  report  ad- 
verse effects,  including  drug  reactions; 
[3]  Our  AMA  work  with  the  Federal 
Trade  Commission  to  support  enforce- 
ment efforts  based  on  the  FTC  Act  and 
current  FTC  policy  on  expert  endorse- 
ments; [4]  That  the  product  labeling  of 
dietary  supplements  and  herbal  rem- 
edies contain  the  following  disclaimer 
as  a minimal  requirement:  “This  product 
has  not  been  evaluated  by  the  Food  and 
Drug  Administration  and  is  not  intended 
to  diagnose,  treat,  cure,  or  prevent 
disease.  This  product  may  have  signifi- 
cant adverse  side  effects  and/or  inter- 
actions with  medications  and  other  di- 
etary supplements;  therefore,  it  is  im- 
portant that  you  inform  your  doctor  that 
you  are  using  this  product.  [5]  Our  AMA 
evaluate  the  parameters  assigned  by 
the  FDA  regarding  permissible  uses  of 
so-called  structure-function  claims;  and 
respond  as  appropriate,  and  [6]  Our 
AMA  continue  its  efforts  to  educate 
patients  and  physicians  about  the  pos- 
sible ramifications  associated  with  the 
use  of  dietary  supplements  and  herbal 
remedies. 


Resolution  511 -Early  Detection  of 
Prostate  Cancer: 

This  resolution  asks  the  AMA  to  adopt 
the  American  Cancer  Society  and  the 
American  Urological  Association  policy 
which  states  that  “both  prostate  spe- 
cific antigen  and  digital  rectal  examina- 
tion should  be  offered  annually  begin- 
ning at  age  50  years,  to  men  who  have 
at  least  a 10-year  life  expectancy,  and 
to  younger  men  who  are  at  high  risk.” 
Considerable  testimony  was  offered 
on  this  resolution  and  it  was  ultimately 
recommended  that  it  be  referred  to  the 
Committee  of  Scientific  Affairs  for  fur- 
ther study. 

Many  other  reports  and  resolutions  were 
considered  and  adopted,  referred,  or 
filed. 


Reference  Committee  G 

(Medical  Practice  and  Facilities) 

RUSSELL C.  RAPHAELY,  M.D. 

Reference  Committee  G recommended 
adoption  of  Council  on  Medical  Ser- 
vices Report  7 which  described  the 
key  socioeconomic  factors  influencing 
the  doctor-patient  relationship  and  dis- 
cusses AMA  advocacy  on  behalf  of 
patients  and  physicians  within  the  con- 
text of  the  AMA  policy  on  key  elements 
of  the  patient-physician  relationship 
(policy  H-140.975).  The  report  con- 
cludes that  viable  individually  owned 
insurance  is  necessary  to  allow  pa- 
tients to  better  assert  how  health  care 
is  delivered. 

The  Reference  Committee  responded 
to  testimony  encouraging  the  Council  to 
post  this  thoughtful  report  on  its  web 
site. 

The  Reference  Committee  recom- 
mended for  adoption  and  the  House 
agreed  Resolution  701,  which  called 
for  the  American  Medical  Association  to 
adopt  as  Policy  that  the  fundamental 
relationship  between  physicians  and 
their  patients  should  not  be  disrupted  by 
direct  communications  from  health  plans 
to  patients  regarding  individual  clinical 
matters;  and  adopt  as  policy  that  any 
health  plan  communications  to  patients 
promoting  improved  outcomes  through 
evidence  based  approaches,  (e.g.,  pro- 
motion of  preventive  measures  or  dis- 
ease management  programs)  should 
be  designed  to  reinforce  the  primacy  of 


the  patient  physician  relationship,  and 
be  sensitive  to  confidentiality  issues 
and  the  patient’s  concerns  about  their 
health  status. 

With  the  House's  concurrence,  the 
Reference  Committee  recommended 
adoption  of  Resolution  704,  which 
called  for  the  AMA  to  utilize  its  web  site 
and  other  appropriate  resources  to  co- 
ordinate the  distribution  and  exchange 
of  information  associated  with  third 
party  relations  programs  at  the  local  and 
state  level.  This  effort  would  be  par- 
ticularly helpful  to  physicians  who  live 
close  to  state  borders  and  who  provide 
services  to  patients  residing  in  states 
other  than  the  physician’s  practice. 

The  House  agreed  with  the  Reference 
Committee’s  recommendation  for  adop- 
tion, Resolution  719,  which  advocated 
the  AMA  develop  as  part  of  the  private 
sector  advocacy  program  a model  that 
could  be  used  by  state  and  local  medical 
societies  to  deal  with  physician  and 
patient  issues  with  health  plans  and  that 
the  development  and  implementation  of 
this  program  be  a high  priority  item. 

The  Reference  Committee  amended  and 
the  House  agreed  Resolution  718, 
which  called  for  the  AMA  to  educate 
physicians  and  the  American  public 
regarding  the  benefits  and  advantages 
derived  on  its  behalf  from  our  AMA 
developed  Collective  Bargaining  Unit. 
Two  amendments  which  the  Refer- 
ence Committee  advocated  and  with 
which  the  House  agreed  were  to  iden- 
tify the  Collective  Bargaining  Unit  with 
the  title  of  Physicians  for  Responsible 
Negotiations  (PRN)  and  also  to  change 
the  title  of  the  Resolution  to  substitute 
Physicians  for  Responsible  Negotia- 
tions rather  than  Collective  Bargaining 
Unit. 

Council  on  Medical  Service  Report 

11  responding  to  a referred  Resolution 
51 1 (A-98)  reviewed  the  current  status 
of  non-physician  prescribing;  describes 
the  AMA  policy,  model  legislation  and 
the  Advocacy  Resource  Center  cam- 
paign regarding  non-physician  prescrib- 
ing; and  summarizes  available  literature 
on  the  impact  of  such  prescribing  on  the 
quality  of  health  care.  The  report  rec- 
ommended that  the  AMA  advocate  that 
prescriptive  authority  include  the  re- 
sponsibility to  monitor  the  effects  of  the 
medication  and  to  attend  to  problems 
associated  with  the  use  of  the  medica- 
tion and  to  accept  the  potential  liability. 
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Because  considerable  testimony  be- 
fore the  Reference  Committee  stressed 
the  urgency  of  developing  further  edu- 
cational programs  for  the  public,  as  well 
as  the  use  of  the  advocacy  campaign 
materials  on  the  scope  of  practice  de- 
veloped by  the  Advocacy  Resource 
Center,  the  Committee  recommended 
and  the  House  agreed  an  amendment 
which  stated  in  collaboration  with  the 
Specialties  Societies  that  the  AMA  im- 
mediately develop  programs  to  educate 
the  public  about  the  difference  in  edu- 
cation and  professional  standards  be- 
tween physician  and  non  physician 
health  care  providers.  The  House 
agreed  with  the  Committee  to  add  an 
additional  recommendation  to  the  report 
which  reaffirmed  AMA  Policy  120.959 
which  advocates  that  the  AMA  con- 
tinue to  pursue  appropriate  regulatory 
legislative  and  legal  means  to  oppose 
any  efforts  to  permit  non  physician 
health  care  professionals  to  prescribe 
medications. 

Council  on  Medical  Service  Report 
12  responding  to  a referred  Resolution 
241  (A-99)  described  the  prevalence  of 
pharmacy  benefit  risk  sharing  by  phy- 
sicians, and  discusses  the  potential 
benefits  and  challenges  of  such  risk 
sharing.  The  report  recommended  that 
the  AMA  oppose  the  imposition  of  man- 
datory pharmacy  benefit  risk  sharing  on 
physicians  and  physician’s  groups  by 
health  plans  and  other  third  party  pay- 
ers; and  that  the  AMA  modify  its  model, 
(Managed  Care  Services  Agreement) 
and  develop  state  model  legislation  to 
prohibit  the  imposition  of  mandatory 
pharmacy  benefit  risk  sharing.  The 
Reference  Committee  amended  the  re- 
port to  reaffirm  physicians’  right  to  enter 
into  voluntary  risk  sharing  agreements 
and  oppose  any  mandatory  pharmacy 
benefit  risk  sharing.  Because  potential 
for  some  types  of  systems  of  pharmacy 
risk  sharing  may  create  conflicts  of 
interest  due  to  the  use  of  financial  in- 
centives in  the  management  of  medical 
care,  the  Council  report  recommended 
that  physicians  and  groups  seek  actu- 
arial, contracting  and  legal  advice  prior 
to  entering  into  any  voluntary  agree- 
ment to  accept  or  share  pharmacy  risk. 
Finally,  the  Reference  Committee  rec- 
ommended that  the  Council  on  Ethical 
and  Judicial  Affairs  consider  develop- 
ing an  opinion  on  pharmacy  benefit  risk 
sharing  by  physicians. 

Resolution  707  called  for  the  AMA  to 


encourage  physicians,  medical  groups 
and  other  corporate  entities  such  as 
physician  practice  management  corpo- 
rations and  limited  liability  corporations 
to  include  in  contract  language  govern- 
ing notification  of  patients  regarding 
termination  of  a physician  in  compliance 
with  Council  and  Ethical  and  Judicial 
Affairs  (CEJA)  opinion  7.03  and/or  model 
language  developed  by  state  medical 
societies.  Along  with  a change  in  the 
title  which  would  then  read.  Patient 
Notification  of  Physician  Contract  Ter- 
mination, the  Committee  recommended 
that  the  AMA  encourage  medical  groups 
and  other  corporate  entities  to  include  in 
contract  language  contract  wording 
which  is  in  compliance  with  the  CEJA 
703.  The  House  agreed  with  the  Refer- 
ence Committee’s  recommendation  for 
adoption  as  amended. 

Resolution  708  called  for  the  AMA  to 
study  the  feasibility  of  a class  action 
lawsuit  against  managed  care  plans 
which  deal  with  physicians  with  unilat- 
eral contract  verbiage  that  violates  the 
laws  of  discrimination  and  equal  pro- 
tection under  the  law.  The  amendment 
recommended  by  the  Committee  and 
agreed  by  the  House  was  to  add  to 
managed  care  plans  the  option  to  insti- 
tute an  action  against  insurance  plans 
as  well.  Therefore,  the  Committee  in- 
cluded language  third  party  payers  to 
the  Resolution. 

Council  on  Medical  Services  Re- 
port 3 - responding  to  referred  Reso- 
lution 124  (1-98)  and  Resolution  713  (A- 
99)  addressed  the  reasons  for  the  on- 
going on-call  physician  shortage  in  Emer- 
gency Departments  and  examines  pos- 
sible solutions.  Agreeing  with  the  Ref- 
erence Committee’s  recommendation, 
the  House  approved  creation  of  a na- 
tional task  force  to  seek  additional  solu- 
tions to  responsibilities  for  on-call  cov- 
erage, payment  and  access. 

Resolution  717  advocated  that  the 
AMA  seek  input  into  the  National  Asso- 
ciation of  Insurance  Commissioners 
(NIAC)  deliberations  regarding  insol- 
vency protection  measures  for  con- 
sumers, physicians,  hospitals  and  other 
providers  with  regard  to  managed  care 
organizations  and  other  entities  that 
accept  financial  riskfordelivering  health 
care  services;  to  immediately  develop 
model  legislation  and/or  modifying  ex- 
isting model  state  legislation  requiring 
health  insurers  to  reimburse  providers 


for  health  care  services  rendered  prior 
to  the  Declaration  of  Insolvency  from 
the  assets  of  the  HMO  or  from  the  State 
Guaranty  Fund;  that  health  plans  be 
legally  responsible  to  pay  directly  for 
physician  services  in  the  event  of  an 
insolvency  of  fiscal  intermediaries  like 
groups,  independent  practice  associa- 
tions, and  physician  practice  manage- 
ment companies;  continue  to  advocate 
at  the  state  level  the  need  to  examine 
protective  measures  for  physicians  and 
consumers  who  are  adversely  effected 
by  health  insurers  that  declare  insol- 
vency, to  include  actuarially  sound  capi- 
tation rates  and  administrative  costs 
and  require  health  plans  to  submit  timely 
financial  information  to  independent 
practice  associations  and  medical 
groups,  and  should  establish  financial 
and  monetary  standards  for  health 
plans,  as  well  as  for  independent  prac- 
tice associations,  in  groups  that  as- 
sume financial  risk  unrelated  to  direct 
provision  of  patient  care.  The  amend- 
ments by  the  Reference  Committee  with 
which  the  House  agreed  struck  the 
language  which  would  reimburse  pro- 
viders and  inserted  language  which 
would  pay  physicians  and  also  to  advo- 
cate for  protective  measures  for  pa- 
tients and  physicians  who  are  adversely 
effected  by  health  insurers  and  fiscal 
intermediaries  that  declare  insolvency. 

Resolution  716  called  for  the  AMA  to 
seek  legislation  to  eliminate  the  utiliza- 
tion of  so-called  "carv-out  days"  and 
down  coded  days  by  managed  care 
organizations  and  to  disseminate  infor- 
mation regarding  this  practice  to  physi- 
cians and  their  respective  hospitals  in 
order  to  warn  them  and  to  help  them 
fight  the  existence  of  carv-out  days  and 
down  coded  days  which  can  be  delete- 
rious to  patients’  care  and  to  make  state 
medical  societies  aware  of  the  problem 
of  rampant  and  random  utilization  of 
carv-out  days  by  managed  care  orga- 
nizations and  urge  state  medical  societ- 
ies to  alert  their  respective  attorneys 
general  and  state  insurance  commis- 
sioners; and  to  immediately  and  actively 
pursue  relief  under  the  Federal  RICO 
statutes  or  other  federal  or  state  stat- 
utes, as  may  be  appropriate,  to  address 
the  intimidation  of  managed  care  orga- 
nizations against  physicians,  hospitals 
and  patients. 

The  Committee’s  amended  language 
emphasized  that  "carv-out"  has  spe- 
cific meaning  regarding  insurance  cov- 
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erage  and  therefore,  should  be  avoided 
in  reference  to  retrospective  denials. 
The  language  recommended  by  the 
Committee  substitutes  retrospective 
denial  or  denied  days  for  carv-out  days. 

Council  on  Medical  Services  Re- 
port 14  provided  an  update  on  Medi- 
care review  programs  including  the 
implementation  of  the  PRO  Sixth  Scope 
of  Work,  the  continued  development  of 
the  Medicare  Integrity  Program,  and 
expansion  of  the  "Senior  Medicare  Pa- 
trol Project."  The  Reference  Committee 
recommended  adoptation  of  the  report 
and  the  House  agreed.  The  Reference 
Committee  also  advocated  reaffirming 
several  existing  AMA  Policies  H340.899 
(2),  H340.898  (5),  H340.898  (2)  and 
H340.918. 

Council  on  Medical  Services  Re- 
port 15  reviewed  the  proposed  new 
Medicare  physician  enrollment  process 
and  described  the  Council’s  sugges- 
tions to  streamlining  the  existing  pro- 
cess. The  report  concluded  that  an 
enormous  new  regulatory  burden  for 
physicians  would  occur  if  HCFA’s  Pro- 
posal to  mandate  a new  method  of 
enrollment  in  Medicare  Program  was 
adopted.  The  Reference  Committee 
recommended  and  the  House  agreed  to 
amend  the  report  in  a manner  which 
would  insist  that  the  Health  Care  Fi- 
nancing Administration  (HCFA)  not  ex- 
ceed its  statutory  authority  in  the  devel- 
opment of  proposals  relating  to  Form 
855  and  physicians  enrollment  in  the 
Medicare  Program  and  that  the  AMA 
consider  pursuing  litigation  should  HCFA 
adopt  the  proposals. 

Resolution  709  advocated  the  AMA 
perform  a study  on  the  rate  at  which 
managed  care  organizations,  individu- 
ally and  collectively,  retrospectively 
deny  payment  for  care  rendered  and 
the  effect  of  this  practice  on  physicians 
and  patients;  and  for  the  data  from  this 
study  to  be  disseminated  to  members  of 
the  AMA,  legislators,  hospital  adminis- 
trators and  boards,  and  other  con- 
cerned parties.  The  House  agreed  with 
the  Reference  Committee’s  recommen- 
dation for  a substitute  resolution  which 
called  for  a study  of  managed  care 
practices  rather  than  of  managed  care 
organizations  individually  and  collec- 
tively. This  language  would  allow  the 
AMA  to  survey  physicians  and  hospi- 
tals rather  than  managed  care  organi- 
zations. The  study  would  also  provide 


an  additional  tool  for  the  AMA  advocacy 
on  retrospective  denials  which  AMA 
Policy  H-320.961  addresses  by  oppos- 
ing these  denials.  The  NCQA  and  the 
URAC  private  accreditation  standards 
for  health  plans  include  that  advocacy. 

Resolution  715  advocated  the  AMA 
petition  United  Health  Care  for  consis- 
tency in  utilization  review  and  pre-cer- 
tification policies;  to  petition  all  insur- 
ance companies  to  treat  psychiatric 
patients  no  differently  than  they  treat 
any  other  patients  with  respect  to  utili- 
zation review  and  pre-certification  poli- 
cies and  to  petition  all  insurance  compa- 
nies to  afford  the  same  degree  of  au- 
thority to  psychiatrists  as  they  afford  to 
other  physicians.  The  Reference  Com- 
mittee amended  the  Resolution  and  the 
House  agreed  to  exclude  the  specific 
reference  to  United  Healthcare,  thus 
enabling  the  AMA  to  deal  with  all  forms 
of  payers  for  psychiatric  services.  The 
Committee  added  an  additional  resolve 
with  which  the  House  agreed  to  de- 
velop model  state  legislation  that  pro- 
vides psychiatric  patients  with  nondis- 
criminatory  utilization  review  and  pre- 
certification. 

Resolution  714  called  for  the  AMA  to 
study  the  ethical  conflicts  of  physi- 
cians, who  in  the  course  of  their  pro- 
fessional activity  become  aware  of 
decrements  in  quality  and  outcomes  of 
care  induced  by  cost  containment  ac- 
tivities and  do  not  report  them,  and  to 
study  the  outcomes  of  cost  contain- 
ment activities  on  ethical  outcomes  and 
patient  safety.  Because  of  the  cost  to 
the  AMA  of  studying  this  matter,  and 
because  of  its  wide  reaching  impact, 
the  Reference  Committee  and  the  House 
amended  the  Resolution,  encouraging 
the  agency  for  health  care  research 
and  quality  to  study  the  effects  of  cost 
containment  activities  on  clinical  out- 
comes and  patient  safety. 

Resolution  702  called  for  the  AMA  to 
adopt  as  policy  a position  that  physi- 
cians or  physician  groups  employed  by 
hospitals,  foundations  and  other  non 
physician  owned  or  controlled  entities 
be  compensated  consistent  with  the 
fair  market  value  of  their  services  and 
consistent  with  federal  and  state  laws 
and  regulations  governing  such  com- 
pensation arrangements;  and  advo- 
cated for  its  members  who  are  employ- 
ees or  potential  employees  of  these  non 
physician  owned  or  controlled  entities 


to  ensure  that  physicians  receive  fair 
market  value  compensation  for  their 
professional  services.  Uncertainty  of 
the  definition  of  fair  market  value  led  to 
a recommendation  by  the  Committee 
which  the  House  agreed  for  referral  to 
the  Board  of  Trustees. 


Reference  Committee  H 

STEPHEN  R.  PERMUT,  M.D. 

There  was  not  much  in  the  way  of  major 
change  in  AMA  policy  addressed  in 
Reference  Committee  H at  this  meeting. 
There  was,  however,  a reaffirmation  of 
major  AMA  policies  and  in  some  cases 
an  expansion  of  those  policies.  I will  list 
the  highlights; 

• A resolution  was  approved  which 
asks  hospitals  and  insurers  to  ac- 
cept physicians’  electronic  signa- 
tures. If  adopted  by  hospitals,  in 
particular,  this  would  make  the  task 
of  chart  completion  much  easier.  It 
would  allow  any  aspect  of  the  chart 
merely  requiring  a signature  to  be 
completed  by  computer  from  the 
physician’s  home  or  office.  With 
telephone  dictation  already  in  place, 
this  means  that  virtually  all  aspects 
of  chart  completion  could  be  accom- 
plished without  the  need  to  go  to  the 
medical  records  department. 

• A number  of  resolutions  were 
adopted  to  eliminate  the  reporting  of 
malpractice  cases  to  the  National 
Practitioner  Data  Bank  (NPDB).  The 
result  would  be  that  only  the  results 
of  disciplinary  actions  by  licensing 
boards,  medical  staffs,  or  medical 
societies  would  be  reported.  The 
sense  of  the  House  of  Delegates, 
however,  is  that  there  is  so  much 
pressure  to  open  the  NPDB  to  the 
public  that  it  is  unlikely  that  changes 
could  be  made  to  the  NPDB  that 
would  have  a net  impact  favoring 
physicians. 

• There  were  a number  of  resolutions 
related  to  CPT  coding  and  the  recog- 
nition of  the  amount  of  time  spent  in 
a patient’s  care  being  reflected  in 
reimbursement.,  Butwhiletimeisan 
important  factor  for  some  special- 
ties (e.g.  psychiatry),  for  other  spe- 
cialties (e.g.  surgery),  it  is  not.  Thus, 
it  appears  that  an  ideal  reimburse- 
ment system  (coding  system)  must 
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be  flexible  enough  to  accommodate 
different  aspects  of  the  clinical  en- 
counter for  different  specialties  (e.g. 
time,  extensiveness  of  the  clinical 
examination,  OR  complexity  of  the 
medical  decision-making). 

• Policies  with  regard  to  E&M  coding 
guidelines  were  reaffirmed.  That  is, 
to  encourage  HCFA  to  adapt  a less 
complex  system  with  a minimum 
amount  of  counting  necessary  in  the 
documentation  process.  Further- 
more, because  the  current  coding 
guidelines  are  so  cumbersome,  policy 
was  adopted  to  convince  HCFA  to 
immediately  cease  using  them  for  all 
physicians  except  those  that  are 
statistical  outliers.  Should  these 
efforts  fail,  the  House  of  Delegates 
has  authorized  the  AMA  Board  of 
Trustees  to  seek  legal  relief  in  the 
form  of  legislation  or  litigation  that 
would  force  HCFA  to  cease  using 


the  current  E&M  coding  guidelines 
and  cease  using  random  audits  of 
physician  practices. 

■ Several  resolutions  were  passed 
seeking  changes  in  the  RBRVS. 
These  included  praise  for  the  AMA’s 
ability  to  obtain  the  highest  percent- 
age increase  in  reimbursement 
(5.4%)  in  the  history  of  the  RBRVS 
for  the  coming  year.  There  was  also 
support  for  the  AMA’s  lawsuit 
against  HCFA  for  prior  years  when 
the  increases  were  clearly  inad- 
equate. Should  that  lawsuit  be  suc- 
cessful, physicians  could  receive 
more  that  $3  billion  in  prior  underpay- 
ments. There  was  also  a resolution 
passed  to  require  HCFA  to  base  the 
practice  expense  portion  of  RBRVS 
payments  on  actual  expense  data 
ratherthan  theoretical  expense  data. 
There  was  a further  resolution  re- 
garding RBRVS  payments  for  criti- 


cal care.  HCFA  has  reduced  the 
physician  work  values  for  the  criti- 
cal care  codes,  and  the  AMA  will 
demand  a restoration  of  the  former 
work  values. 

• There  was  a resolution  passed  to 
have  the  AMA  seek  HCFA’s  assis- 
tance in  requiring  that  Medicare  car- 
riers provide  more  detailed  reasons 
when  a Medicare  claim  is  denied. 

• Two  resolutions  were  passed  re- 
garding privileges  for  interpretation 
of  ultrasound  examinations.  Since 
more  and  more  specialties  are  incor- 
porating such  examinations  into  their 
practices,  it  was  adopted  as  AMA 
policy  that  ultrasound  privileges  be 
granted  on  the  basis  of  training, 
experience,  and  competence  and 
not  strictly  along  specialty  lines. 


TIME  SHARE  SPACE  AVAILABLE 

Time-sharing  space  available  for  physicians. 
Very  attractive  medical  office  adjacent  to  the 
Christiana  Hospital. The  space  is  a unique  option 
for  physicians  requiring  a second  office. 

The  space  is  fully  furnished. 

Secretarial  and  medical  assistance  available. 


Please  contact  Omega  Medical  Center/Kinsale  Reality  at 

302-368-9625 
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are  accepted.  Half-  and  quarter-page  ads  may 
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Young  America:  Treasurers  from  the  Smithsonian  Museum  of  Art\N\W  be  on  view  at  the  Delaware  Art  Museum 
from  June  23  to  August  1 3, 2000.  The  exhibit  will  include  54  works  that  trace  the  transformation  of  the  American 
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The  Delaware  Art  Museum  is  located  at  2301  Kentmere  Parkway  in  Wilmington,  Delaware. 

Please  call  302-571-9590  for  information  on  hours  of  operation  or  admission  fees. 
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Stroke  2000  - A Spectrum  of  Care 


Saturday,  May  1 3,  2000 
7 a.m.  - 3:30  p.m. 

MBNA,  Bowman  Conference  Center,  Newark,  Delaware 


Featuring: 

■ Risk  Factor  Identification  and  Primary  Preventive  Measures 

■ Selecting  the  Right  Diagnostic  Tests 

■ Medical  and  Surgical  Management 

■ Rehabilitation:  One  Day  to  One  Year 

■ Psychosocial  Aspects  of  Stroke 


Call  (302)  661-3432 
for  credit  information 
or  to  register. 

Registration  fee  (includes 
lunch)  is  $40  for  physicians; 
$20  for  nurses  and  other 
allied  health  professionals. 


■ Federal  Financing  of  Outpatient  Services:  Current  Status 
and  Future  Prospects  for  Medicare  Patients 

Stroke  2000  - A Spectrum  of  Care  is  supported,  in  part,  by  educational 
grants  from  the  following  companies: 

■ Boston  Scientific  Corporation 

■ Centocor 

■ DuPont  Life  Science  Enterprise 

■ Genentech 

■ Merck  & Co.,  Inc. 

■ Novartis  Pharmaceuticals 

■ Parke-Davis 

■ Sanofi/Bristol-Myers  Squibb  Pharmaceutical  Partnership 


Sponsored  by 

Medical  Society 
of  Delaware 

In  partnership  with 


Christiana  CXre 

HEALTH  SYSTEM 


American  Heart  Association 
of  Delaware 


00HRTC34 


Papastavros’  Associates  Medical  Imaging, LLC 


B 


Committed...  To  you  and  your  patients! 


maintaining  a leadership  role  in  the  deliv- 


WeVe  there  where  you  need  us! 


ery  of  high-quality  healthcare,  Papastavros’ 
Associates  Medical  Imaging, LLC 
provides  a full  spectrum  of  quality,  state-of- 
the-art  diagnostic  imaging  services  in  a caring 
and  comfortable  environment. 


• X-Ray 

• M R I scanning 
/Open  Scanning 

• Ultrasound, 
including  Cardiac 

• Spiral  C.T.  Scan 

• Mammography/ 
Core  Biopsy 


• Dual  Energy  Bone 
Densitometery 

Nuclear  Medicine 

• Spect  Thallium/ 
Cardiolite 

• Scintmammography 


Our  Women’s^enters  are  designed  to  address 

the  health  care  needs  of  all  women: 

• Mammography  services  provided  by  a staff  of 
highly  trained  technicians  and  dedicated 
professionals. 

• OB  and  breast  sonography,  echocardiography, 
cardiac  stress  and  doppler  scans. 

• Stereotactic  breast  biopsy,  the  latest 
technological  advance  in  breast  cancer  detection. 

• Dual  Energy  Bone  Densitometry  to  detect  and 
monitor  osteoporosis  comfortably,  quickly, 
safely  and  precisely 


]V,  are  pleased  to  welcome  new 
facilities  in  Milford,  Lewes  and 
Glasgow.  Eull  service  imaging  includ- 
ing a technically  advanced  “Open” 
MRI  for  claustrophobic,  pediatric,  and 
handicapped  patients  is  now  available 
at  our  office  in  the  Glasgow 
Medical  Center. 


• Wilmington 

1701  Augustine  Cut-Off 
Suite,  100,  Bldg.  IV 
Wilmington,  DE  19803 
(302)  652-3016 

• Glasgow 

2600  Summit  Bridge  Road, 
Suite  122 

Glasgow,  DE  19702 
(302)  832-5590 

• Newark 

40  Polly  Drummond  Hill  Road, 
Suite  100,  Bldg.  4, 

Newark,  DE  19711 
(302)  737-5990 


• Healthcare  Center  at  Christian 
200  Hygeia  Drive, 

Newark,  DE  19702 
(302)  421-2121 


Papastavros’ 

Associates 

MEDICAL 


Imaging  services  provided  include: 


Other  Convenient  Locations: 

1508  Pennsylvania  Avenue  [302]  655-4042 
2700  Silverside  Road  (302)  478-1 100 
1805  Foulk  Road  Suite  1 [302]  475-8036 
420  Christiana  Medical  Center  [302]  368-3959 
1320  Philadelphia  Pike  [302]  792-2529 


1941  Limestone  Road  [302]  633-9873 

702  Delaware  Street,  New  Castle  [302]  328-1502 

Omega  Professional  Center  [302]  738-5500 

5317  Limestone  Road  [302]  239-9415 

550  Stanton-Christiana  Road  [302]  633-9910 


314  E.  Main  St.,  Newark,  [302]  455-0775 
1 1 1 Railroad  Ave.  Elkton,  MD  [410]  392-6155 
556  S.  DuPont  Hwy,  Milford,  [302]  424-4163 
1539  Savannah  Rd.,  Lewes  [302]  655-2590 


NS/HSC 

UIWERSID'  OF  MARYUNO  AT 

BALTIMORE 


NOT  IH  CIRC. 


Meeting  Your  Medical  Imaging  Needs 


Limestone  Medical  Center 

1941  Limestone  Road,  Suite  214 
Wilmington,  DE  19808 

Telephone:  (302)  892-6200 

Fax:  (302)  892-6206 

Internet:  www.limestonemed.com 


David  S.  Grubbs,  M.D.,  FACC,  FACP 
Medical  Director 

Frank  DiGregorio,  CNMT,  ROMS 
Director  of  Diagnostic  Imaging 


Community  Imaging  Center  Offers 


Therapy 

1- 131  Thyroid  Ablation 

Cardiology 

Cardiovascular  Stress  Test 

2- D  Echocardiogram 
ECG 

Holter  Monitor 
Loop  Monitor 
Signal  Averaged  ECG 

Ultrasound 

Abdominal 

Breast 

Extremity 

Obstetrical 


Pelvic 

Retroperitoneal 

Testicular 

Thyroid 

Transvaginal 

Vascular  Ultrasound 

Arterial  Duplex  Scan 
Carotid  Duplex 
Venous  Duplex  Scan 

Nuclear  Medicine 

Abcess  Localization 
Brain  Scan 
Bone  Scan 

Breast  Imaging  (Miriluma) 
First  Pass 

Gastric  Emptying  Scan 


Gastrointestinal  (GI)  Bleed  Scan 
Gated  Blood  Pool  (MUGA)  Scan 
Hepatobilary  (HIDA)  Scan 
Liver  and  Spleen  Scan 
Lung  Scan 
Meckel’s  Scan 

SPECT  Myocardial  Perfusion  Scan 
(Cardiolite  or  Thallium) 
Parathyroid  Scan 
Renal  Scan 
Testicular  Scan 

Thyroid  Carcinoma  Metastases 
Imaging 
Thyroid  Scan 
Tumor  Localization 

Offering  imaging  with: 

Cardiolite’  /.KfSSSi«ziFi 


Prompt,  courteous  service  • Test  results  available  in  24  hours  or  less  • All  positive  tests  called  and  faxed 


Other  Services  Available  At: 


Limestone 
Medical  Center 


1941  Limestone  Road 
Wilmington,  DE  19808 
(302)  992-0500 

• Medical  Aid  Unit 

• Laboratory 

• X-Ray 

• Ambulatory  Surgery 

Community  Imaging  Center 
(302)  892-6200 

• Nuclear  Medicine 

• Ultrasound 

• Cardiology 

• Therapy 


Mill  Creek 
Medical  Center 


4512  Kirkwood  Highway 
Wilmington,  DE  19808 
(302)  683-0123 

• Laboratory 

• X-Ray 


LabCorp — Charting  New  Frontiers 
in  Research  and  Technoiogy 


As  one  of  the  largest  independent  clinical  laboratories 
in  the  United  States,  LabCorp,  based  in  Burlington, 

North  Carolina,  is  a silent,  but  full,  partner  in  the 
physician/patient  relationship,  and  the  laboratory  of 
choice  for  occupational  testing.  By  getting  physicians, 
hospitals,  and  employers 
the  accurate,  reliable  data 
they  need  in  a timely 
fashion  and  by  pioneering 
new,  cutting-edge  testing 
procedures,  LabCorp  plays 
a critical  role  in  the 
processes  of  patient 
diagnosis,  treatment,  and 

LabCorp  is  the  only  commercial  lab  to 
monitoring,  and  offer  the  VircoGEN  genotypic  assay  for 

enhanced  detection  of  HIV  mutations, 

6ITlplOyiI10nt  testing.  enabling  speedy  diagnoses  as  well  as  the 

ability  to  predict  the  drug  resistances  of 
an  individual’s  particular  HIV  strain. 


Delaware  Laboratory 
212  Cherry  Lane 
New  Castle,  DE  19720 
302-655-5227 


I LabCorp 

Laboratory  Corporation  of  America  " 


Susan  M.  Donnelly,  M.D. 
JoanT.  Mobley,  M.D. 
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INSTRUCTIONS  TO  AUTHORS 

The  Delaware  Medical  Journal  (DMJ)  is  owned  and  published 
by  the  Medical  Society  of  Delaware  as  a medium  of 
communication,  education  and  expression  for  its  members, 
and  also  for  others  striving  for  excellence  in  medical  practice. 
Articles  in  the  DMJ  are  intended  to  be  scientific  and 
educational  and  are  not  intended  to  reflect  standards  of 
medical  care.  All  material  published  is  under  copyright.  On 
receipt  of  material  submitted  for  publication,  a suitable 
release  form  will  be  sent  for  signature  by  all  authors. 

Scientific  articles  on  medical  matters  are  especially 
welcomed,  including  case  reports,  clinical  experiences, 
observations  and  information  on  matters  relevant  to 
medical  practice.  Other  material  may  also  be  accepted  if  the 
editorial  staff  deems  it  of  interest  to  DMJ  readers.  All 
submissions  should  include  a brief  summary  and  a brief  (one 
to  two  sentence)  biographical  sketch  of  all  authors. 

It  is  highly  recommended  that  authors  familiarize 
themselves  with  DMJ  style  before  submitting  manuscripts 
for  consideration. 

All  material  for  publication  should  be  submitted  on  a 3 1/2" 
computer  diskette  in  Word  6.0.  A printout  of  the  manuscript 
must  accompany  the  disk.  Manuscripts  may  also  be 
submitted  in  paper  form  (t5T)ed  or  printed  out  on  good- 
quality  paper  - one  side  only,  one-inch  margins),  though 
computer  disk  is  preferable.  The  ideal  manuscript  length  is 
two  to  12  pages  with  up  to  12  references,  each  keyed  with 
superscripts  in  the  text  in  the  order  cited.  The  format  should 
follow  that  used  in  the  Index  Medicus.  Authors  are 
responsible  for  the  accuracy  of  the  citations. 

Graphs,  charts  and  black-and-white  glossy  photographs  are 
accepted  if  important  to  the  understanding  of  the  text,  but 
should  not  exceed  four  or  five  pieces.  Each  should  have  a label 
affixed  on  its  back  indicating  its  name,  number,  and  “top.”  A 
separate  legend  should  be  provided  for  each.  Do  not  write  on 
the  back,  or  scratch  or  mar  them  using  paper  clips.  Do  not 
mount  them  on  cardboard. 

Photos  of  patients  should  generally  be  taken  in  a way  that 
obscures  the  patient’s  identity.  Photos  in  which  a patient’s 
face  must  be  clearly  seen,  however,  must  be  accompanied  by 
signed  release  forms. 

All  manuscripts  are  reviewed  by  the  editor  and  all  scientific 
articles  are  then  sent  for  peer  review  by  members  of  the 
Editorial  Board  and/or  other  appropriate  physicians.  The 
usual  processing  time  to  publication  is  two  to  four  months, 
though  in  some  circumstances  this  may  be  longer  or  shorter. 
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ww  w.zutz-pli  .com 


We  know  all  about  protecting 
the  things  you  value.  And  one 
of  your  most  valuable  assets  Is 
your  ability  to  practice.  Medical 
liability  insurance  protects  your 
profession  and  your  livelihood. 

Since  1982,  your  MSDIS 
insurance  brokerage  has  provided 
you  with  competent  service  and 
quality  medical  malpractice  insur- 
ance. In  1994,  we  added  a very 
successful  health  insurance  product 
portfolio,  HEALTHSELECT. 

You  can  purchase  ALL  of  your 
insurance  from  one  source  to 
protect  all  the  things  you  value, 
both  your  business  as  well  as 
your  personal  assets.  Zutz,  the 
last  word  in  insurance. 


I ml 


HEALTHSELECT 

Sponsored  insurance  administrators  for  for 
the  Medical  Society  of  Delaware  since  1995. 
Physicians  who  value  quality  value  Zutz. 


INSURANCE 


your  patients  enjoy 
0 3-D  videos  & cable  television 

You  enjoy  high-field  MRI  accuracy 

without  compromise. 


Diagnostic  Imaging  Associates  is  pleased  to 
introduce  the  highest  strength  magnet  available 
for  the  millennium:  GE  1.5  Tesla  Signa  MRI. 

The  new  wide-open,  shorter  bore  magnet 
invites  patients  to  relax  during  their  studies,  as 
they  watch  TV  using  our  state  of  the  art  3D 
video  visors.  Naturally,  patients’  fears  of 
claustrophobia  are  greatly  reduced. 

As  always,  we  uphold  our  commitment  to 
you  and  your  patients  by  refusing  to  compromise 
the  strength  of  the  magnet  or  the  university 
quality  of  our  film  studies.  We  are  pleased  to 
annormce  our  Omega  site  is  the  first  in 
Delaware  to  be  accredited  by  the  American 
College  of  Radiology. 


Automatic  diffusion/ 
perfusion  imaging  studies 
in  only  40  seconds  shows 
strokes  more  accurately. 
95%  accuracy  in  clinical 
diagnosis  of  acute  vs. 
previous  stroke,  allows 
early  stage  detection. 

3D  Contrast  enhanced 
MR  Angiography  detects 
carotid  arteries  and  major 
blood  vessel  diseases. 
Proton  Spectroscopy: 
chemical  non-invasive 
studies,  differentiates 
strokes,  tumors  and  MS 
from  other  abnormalities. 


•Fellowship  trained 
physicians  on-site  at 
every  location. 

Only  PACS  (Patient 
Archiving  System)  in 
Delaware  for  Instant 
image  retrieval  allowing 
immediate  consultations 
between  offices. 

STAT  patients  prioritized 
for  quick  service. 
State-Of-The-Art  custom 
film  studies  delivered 
within  48  hours. 


For  further  information  or  for  centralized  scheduling,  call  (302)  656-4MRI. 


Four  Locations  To 
Serve  You.  Call  For 
More  Information 
(302)  6S6-4MR1 


Diagnostic  Imaging  Associates.  P.A. 

Visit  Us  On  The  Web:  www.diaradiology.com 
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the-art  MRI  magnet  offers  patients  and 
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• A shorter  and  wider  magnet,  making 
the  exam  less  stressful  for  claustrophobic 
patients 

• Enhanced  ability  to  image  stroke  patients 

• Increased  detail  of  images 

Appointments  available  Monday  through 
Friday  6 a.m.  to  midnight;  Saturday  and 
Sunday  scheduling  available. 

State-of-the-art  mammography  x-ray  and 
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The  "Information  Highway" 

Michael  A.  Alexander,  M.D. 


“Anytime  you  find  a little  shade,  reach  for  it.” 
Texas  Bix  Bender 


A recent  survey  by  the  AMA  showed  37  percent 
of  physicians  are  using  the  internet,  up  from  20 
percent  in  1997.  Fifty-two  percent  of  all  house- 
holds own  computers  and  72  percent  of  those 
homes  are  on  the  Internet.  When  most  of  us 
graduated,  it  was  zero  percent!  We,  our  families 
and  our  patients  are  rushing  forward  at  an 
amazing  pace  into  a new  world.  The  telephone 
took  30  years  to  reach  as  many  people  as  the 
Internet  has  in  just  the  last  five  years.  Today, 
none  us  can  imagine  functioning  without  a 
telephone.  We  need  to  rapidly  adopt  the  com- 


Michael  A.  Alexander,  M.D.,  practices  pediatric  physical 
medicine  and  rehabilitation  at  A.  I . du  Pont  Hospital  for  Chil- 
dren in  Wilmington,  Delaware.  He  is  the  president  of  the 
Medical  Society  of  Delaware. 


puter  and  the  “information  highway”  as  our 
own.  The  Medical  Society  thinks  it  has  a plan 
to  get  us  all  on  the  same  trail. 

At  last  year's  annual  meeting,  a resolution 
was  adopted,  which  if  acted  on  in  the  spirit  it 
was  intended,  could  revolutionize  our  Medical 
Society's  approach  to  business.  The  resolution 
called  on  the  Society  to  promote  every  physician 
in  Delaware  being  on  the  Internet.  Recently,  I 
charged  a small  company  with  the  task  of 
putting  together  a package  of  software,  access  to 
the  Internet  and  24-hour  support.  The  package 
when  combined  with  the  support  had  to  be  a 
turnkey  operation.  This  was  to  be  combined 
with  management  of  a web  page  that  would 
serve  as  a focus  for  the  Medical  Society  and  the 
doctors  of  Delaware:  A web  site,  which  would  be 
as  easy  to  use  as  the  evening  paper,  a site  that 
would  decrease  our  overhead  by  reducing  paper 
and  postage  costs,  a site  where  we  could  make 
the  journal  available  electronically.  The  ads 
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now  in  the  journal  could  reach  more  people  and 
potentially  generate  more  revenue  than  they  do 
now.  CME  and  reference  texts  would  be  made 
available  to  members  at  no  cost  and  to  the  public 
and  non-members  at  a cost.  Pending  legislation 
and  committee  activities  could  be  promptly 
posted.  Links  to  diagnosis  and  topic-specific 
chat  rooms,  of  interest  to  the  medical  commu- 
nity in  Delaware,  could  be  provided.  These 
rooms  would  be  password  protected.  At  desig- 
nated times,  experts  from  around  the  world 
could  be  available  for  discussion,  creating  on- 
line telemedicine  consultations  with  appropri- 
ate studies  and  x-rays  available  for  simulta- 
neous review  by  all  participants  in  the  chat 
room. 

This  past  January  the  Board  of  Trustees 
voted  to  move  forward  in  cooperation  with  this 
company  and,  within  a month,  members  will 
hear  more  about  this  exciting  plan.  For  a very 


reasonable  price,  any  member  physician  will  be 
set-up  with  a computer  package,  at  home  or  at 
his/her  office,  as  well  as  around-the-clock  access 
to  assistance . The  physician  will  be  assisted  in 
customizing  his/her  own  home  page  for  e-mail, 
access  to  the  Medical  Society  and  other  web  sites 
of  interest.  Access  extends  to  the  physician's 
family  as  well.  It  is  never  too  late  to  cruise  the 
internet.  We  believe  we  have  made  it  as  easy  as 
we  possibly  can.  “Doin’  things  the  smart  way 
don’t  cost  half  as  much  as  doing’em  the  stupid 
way”  — T.B.B.  Let  us  help  you  save  time  and 
money.  Who  knows,  you  might  even  like  it. 

Michael  A.  Alexander,  M.D. 

President 


Your  Prescription  for  a Healthy  Practice 


Managed  care  and  market-driven  reforms  are  forcing 
profound  changes  in  the  way  health  care  providers  operate. 
Questions  about  patient  care  are  now  issues  of  patient  cost. 

McBride  Shopa  can  help  you  concentrate  on  your 
profession,  giving  you  the  remedy  you  need  to  operate 
an  efficient  and  cost  effective  practice. 
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The  Respiratory  Health  Effects  of 
Passive  Smoking  on  Children 

Aaron  S.  Chidekel,  M.D. 


INTRODUCTION 

Exposure  to  environmental  tobacco  smoke  (ETS) 
is  a common,  preventable  cause  of  morbidity  and 
mortality  among  children  in  the  Untied  States. 
ETS  is  a cause  of  many  common  pediatric  ill- 
nesses, including  asthma  and  otitis  media,  and 
is  a major  contributor  to  both  direct  and  indirect 
health  care  costs  for  children.  For  the  vast 
majority  of  children,  exposure  to  ETS  is  involun- 
tary and,  despite  this,  there  is  little  attention 
paid  to  this  important  aspect  of  adult  smoking 
behavior  (nicotine  addiction).  During  the  past 
two  decades,  substantial  data  have  accumulated 
documenting  the  negative  impact  of  ETS  on  the 
health  of  children  from  fetal  life  through  adult- 
hood, and  several  major  medical  organizations 
in  this  country,  including  the  American  Medical 
Association,  1 the  American  Academy  of  Pediat- 


DMsion  of  Pulmonology,  Alfred  I.  du  Pont  Hospital  for  ChUdren, 
Wilmington,  Delaware. 


rics,2  and  the  American  Thoracic  Society, 3 
have  recently  issued  statements  about  smoking 
and  health.  This  article  will  focus  primarily  on 
the  respiratory  health  effects  of  passive  smok- 
ing in  children  and  will  review  the  significant 
scientific  and  epidemiologic  developments  in 
this  area  during  the  past  several  years. 

WHAT  IS  ETS? 

ETS  is  composed  of  sidestream  smoke  that  is 
released  from  a ht  cigarette  and  the  mainstream 
smoke  that  is  exhaled  by  an  active  smoker. 
Tobacco  smoke  itself  is  a veritable  "toxic  brew" 
that  contains  nearly  4,000  chemical  compounds 
and  at  least  43  known  carcinogens  including 
substances  such  as  benzene  and  styrene. ^ It  is 
classified  by  the  EPA,  along  with  radon  and 
asbestos,  as  a "Class  A"  toxin,  or  a substance 
known  to  cause  cancer  in  humans. 5 Conden- 
sates of  tobacco  smoke,  when  applied  to  the  skin 
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of  mice,  cause  carcinomas  and  papillomas  at  the 
site  of  application,  and  components  of  tobacco 
smoke  cause  breaks  in  human  DNA.  Recent 
evidence  has  provided  an  even  more  detailed  and 
important  link  between  the  exposure  to  compo- 
nents of  tobacco  smoke  and  the  development  of 
human  lung  carcinomas.  It  was  demonstrated 
that  Benzo  (a)  pyrene,  a particularly  potent 
human  carcinogen  found  in  tobacco  smoke,  can 
interact  with  the  P53  tumor  suppressor  gene  in 
cultured  human  bronchial  epithelial  cells  and 
cause  similar  mutations  as  found  in  many  hu- 
man lung  carcinomas.  These  investigators  also 
showed  that  Benzo  (a)  pyrene  caused  mutations 
in  the  P53  locus  in  a non-random  fashion  and 
that  these  mutational  hotspots  corresponded  to 
alterations  found  in  vivo.^ 


TOBACCO  USE  AND  ETS  EXPOSURE 

Currently,  approximately  26  percent  of  the  popu- 
lation in  the  United  States  smoke  cigarettes. 
In  1990,  tobacco-related  illness  caused  over 

400.000  deaths  and  remains  the  number  one 
cause  of  preventable  death  in  this  country.  In 
fact,  tobacco  smoking  is  the  major  cause  of 
premature  death  in  the  developed  world.  Ap- 
proximately 25  percent  of  all  women  smoke 
cigarettes,  and  smoking  prevalence  among 
women  is  generally  highest  during  the  child 
bearing  and  rearing  years.  Women  are  also 
smoking  more  heavily,  and  in  fact,  lung  cancer 
is  now  the  most  common  cause  of  cancer  death 
in  women,  with  over  56,000  deaths  each  year. 
Smoking  rates  are  highest  among  the  poor  and 
least  educated  members  of  society,  and  this 
represents  yet  another  risk  factor  for  adverse 
health  outcome  for  children  who  live  in  pov- 
erty.8 

Tobacco  use  among  adolescents  is  increas- 
ing in  the  United  States.  Approximately  six 
million  teenagers  smoke  habitually,  including 

100.000  children  under  the  age  of  13,  and  3,000 
teenagers  begin  to  smoke  each  day.  In  fact,  the 
peak  age  ofonsetofsmoking  behavior  is  between 
the  ages  of  11  and  13  years.  In  a recent  survey, 
43  percent  of  high  school  seniors  used  some  form 
of  tobacco  and  36.4  percent  had  smoked  in  the 


last  month.  The  prevalence  of  regular  smoking 
among  high  school  seniors  is  approximately  17 
percent,  and  most  of  these  individuals  are  ad- 
dicted to  nicotine;  70  percent  of  adolescents  will 
try  to  quit  smoking.  Other  forms  of  tobacco  use 
are  common  as  well,  particularly  smokeless 
tobacco,  and  preventive  efforts  need  to  include 
these  forms  of  tobacco  as  well.  Since  80-90 
percent  of  habitual  smokers  will  start  before 
their  21st  birthday,  a major  goal  of  childrens' 
health  care  must  focus  on  prevention  of  adoles- 
cent nicotine  addiction. 8-10 

It  is  not  surprising,  therefore,  that  ETS 
exposure  among  children  is  common.  It  is  also 
heavily  dependent  upon  sociodemographic  fac- 
tors. For  example,  approximately  29  percent  of 
fetuses  are  exposed  to  tobacco  smoke  due  to 
maternal  smoking.  However,  38  percent  of  im- 
poverished women  and  44  percent  of  women 
with  less  than  a high  school  education  smoke 
during  pregnancy.  An  additional  22  percent  of 
fetuses  are  significantly  exposed  to  environmen- 
tal tobacco  smoke  from  non-maternal  sources.  H 
This  results  in  the  exposure  of  over  50  percent  of 
all  fetuses  in  the  United  States  to  some  form  of 
ETS.  In  addition,  it  is  estimated  that  up  to  42 
percent  of  all  children  less  than  five  years  of  age, 
and  up  to  70  percent  of  all  children,  live  in  a 
home  with  an  adult  smoker.  Since  children 
living  in  temperate  climates  spend  more  than 
half  of  their  time  indoors,  the  contribution  of 
ETS  to  indoor  air  pollution  is  enormous  and  the 
exposure  of  children  of  all  ages  is  well  docu- 
mented. 12, 13  The  effects  of  sociodemographic 
factors  such  as  race,  poverty  and  educational 
status  further  increase  the  risk  of  exposure  in 
some  groups.  Nicotine  is  present  in  breast  milk, 
and  infants  of  smoking  mothers  are  exposed 
through  this  route  as  well.l4  In  fact,  ETS 
exposure  at  some  level  is  universal.  In  one 
recent  survey,  100  percent  of 400  persons  ages  4 
to  8 1 had  detectable  levels  of  urinary  cotinine,  a 
metabolite  of  nicotine  excreted  in  urine.  15 

ETS  AND  PREGNANCY  OUTCOMES 

Exposure  to  tobacco  smoke  during  pregnancy 
increases  the  risk  of  adverse  pregnancy  outcome 
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substantially. 8, 16-19  Former  Surgeon  General 
C.  Everett  Koop  has  stated  that  smoking  is  "the 
most  important  modifiable  cause  of  poor  preg- 
nancy outcome  in  the  United  States."  Smoking 
during  pregnancy  causes  decreased  placental 
blood  flow  due  to  the  vasoconstrictive  actions  of 
nicotine  on  the  placental  vascular  bed.  In  this 
fashion,  oxygen  and  nutrient  supply  to  the  fetus 
is  limited.  While  these  deleterious  fetal  effects 
are  due  to  the  nicotine  present  in  tobacco  smoke, 
even  less  is  known  about  the  effects  of  the  other 
toxic  components  of  cigarette  smoke.  In  addi- 
tion, cigarette  smoke  causes  the  formation  of 
fetal  carboxyhemoglobin,  further  limiting  oxy- 
gen delivery.  Finally,  tobacco  smoke  acts  as  a 
maternal  appetite  suppressant. 

The  impact  of  smoking  on  pregnancy  out- 
come is  significant.  Smoking  causes  decreased 
fertihty,  increases  the  rate  of  spontaneous  abor- 
tions and  generally  increases  the  risk  of  bleed- 
ing and  other  placental  abnormalities  such  as 
placenta  previa  and  placental  abruption.  19 
Smoking  causes  decreased  birthweight  by  be- 
tween 120-430  grams,  and  up  to  25  percent  of  all 
low  birthweight  is  due  to  maternal  smoking. 
Smoking  during  pregnancy  results  in  decreased 
gestation  and  increased  perinatal  mortality.  18 
In  fact,  one  recent  study  predicted  that  every 
year  in  the  United  States  there  are  46,000 
excess  cases  of  low  birthweight  and  2,800  excess 
perinatal  deaths  due  to  exposure  to  ETS  during 
pregnancy. 20  There  is  also  growing  evidence 
implicating  the  deleterious  effects  of  paternal 
smoking  and  other  environmental  exposures  to 
ETS  in  poor  pregnancy  outcome. 

It  has  been  demonstrated  in  many  studies 
that  ETS  exposure  during  fetal  life  has  multi- 
system effects  that  contribute  to  decreased  health 
postnatally.  Several  studies  have  demonstrated 
that  maternal  smoking  during  pregnancy  causes 
decreased  infant  pulmonary  function,  most  likely 
due  to  effects  on  lung  growth  and  development 
in-utero.2l,  22  These  decreases  in  lung  function 
are  sustained,  and  even  school-aged  children 
who  were  exposed  to  tobacco  smoke  in-utero 
have  decreased  levels  of  lung  function  when 
compared  with  unexposed  children. 23  Other 
studies  have  shown  effects  of  ETS  exposure  on 
the  fetal  immune  system  resulting  in  increased 


levels  of  cord  blood  IgE  andIgD.24  An  increased 
risk  of  developing  atopy  in  the  first  two  years  of 
hfe  was  found  as  well.  Significantly,  it  is  infants 
without  a family  history  of  atopy  who  had  the 
highest  risk  of  developing  symptoms  in  these 
studies. 


ETS  AND  SUDDEN  INFANT  DEATH  SYNDROME 

It  is  known  that  exposure  to  ETS  is  a risk  factor 
for  Sudden  Infant  Death  Syndrome  (SIDS)  and 
both  prenatal  as  well  as  postnatal  exposure  are 
implicated.  Several  studies  have  found  a dose- 
response  relationship  between  ETS  exposure 
(both  the  number  of  cigarettes  as  well  as  the 
number  of  smokers)  and  the  risk  of  SIDS. 25-27 
Up  to  2,000  SIDS  cases  per  year  in  the  United 
States  are  thought  to  be  directly  related  to  ETS 
exposure. 20  Recent  studies  of  infant  respiratory 
control  have  found  that  in-utero  exposure  to 
ETS  has  important  effects  on  postnatal  control 
of  breathing  and  the  maturation  of  the  res- 
piratory control  system  in  general.28-30  These 
studies  provide  a potential  mechanistic  link 
between  ETS  exposure  and  SIDS.  For  example, 
infants  exposed  to  ETS  in-utero  have  decreased 
hypoxic  ventilatory  drives  and  decreased  arousal 
from  sleep  in  response  to  hypoxia  as  well.  The 
potential  role  of  fetal  carboxyhemoglobin  forma- 
tion and  the  other  toxic  components  of  smoke  in 
the  increased  risk  of  SIDS  and  abnormal  control 
of  breathing  remains  unknown. 

HEALTH  EFFECTS  OF  ETS 

In  addition  to  these  effects  in  fetal  life,  ETS 
exposure  postnatally  has  a major  imp  act  on  the 
health  of  infants  and  children  as  well. 

Asthma.  The  risk  of  developing  asthma  is  signifi- 
cantly increased  in  children  exposed  to  ETS.  31-33 
One  study  of  over  4,000  children  found  that 
children  whose  mothers  smoked  more  than  ten 
cigarettes  per  day  had  an  increased  odds  ratio 
for  developing  asthma,  for  the  need  for  asthma 
medications  and  for  the  development  of  asthma 
in  the  first  year  of  life.  33  ETS  is  believed  to 
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cause  up  to  26,000  cases  of  asthma  each  year 
resulting  in  up  to  1.8  million  physician  visits 
and  14  deaths. 20, 34  Children  exposed  to  ETS 
have  increased  hospitalization  rates  for  asthma 
and  have  decreased  levels  of  measured  lung 
function  and  increased  levels  of  bronchial 
hyperresponsiveness  at  all  ages  when  compared 
to  other  children.  35-  36 

Childhood  Illnesses.  ETS  is  a major  contributor 
to  other  common  childhood  illnesses. 20,  34  A 
recent  study  estimated  that  ETS  exposure  re- 
sulted in  nearly  3.5  million-physician  office  vis- 
its for  acute  otitis  media  and  over  100,000 
tympanostomies  for  chronic  otitis  media. 
Ade  no  tonsillar  hypertrophy  is  a complication  of 
ETS  exposure  as  well.  It  is  estimated  that  up  to 

21.000  adenotonsil-lectomies  are  performed  an- 
nually due  to  ETS  exposure.  Since  ade  no  tonsillar 
hypertrophy  is  linked  to  pediatric  obstructive 
sleep  apnea  syndrome,  it  is  likely  that  ETS 
exposure  contributes  to  this  growing  pediatric 
health  issue.  In  addition,  chronic  cough  in  child- 
hood is  linked  to  ETS  exposure  and  up  to  two 
million-physician  office  visits  for  this  common 
complaint  are  linked  to  ETS  exposure.  ETS 
exposure  is  also  linked  to  chronic  rhinitis  and 

sinusitis.  37 

Children  exposed  to  ETS  have  higher  hospi- 
tahzation  rates  for  severe  lower  respiratory  tract 
infections,  and  each  year  it  is  estimated  that 
several  hundred  deaths  in  children  are  due  to 
ETS  related  lower  respiratory  tract  illness.  Bron- 
chitis and  pneumonia  are  also  more  common  in 
children  exposed  to  ETS  and  hundreds  of  thou- 
sands of  hospitalizations  and  office  visits  occur 
annually.  Another  study  estimated  that  over 

20.000  hospitalizations  for  Respiratory  Syncy- 
tial Virus  (RSV)  bronchiolitis  and  1,100  deaths 
from  RSV  are  due  to  ETS  exposure. 

Fires.  Each  year  in  the  United  States  there  are 
close  to  200,000  smoking-related  fires.  Children 
are  frequently  injured  in  smoking-related  fires, 
resulting  in  over  200  deaths. 20,  34 

CONCLUSION 

The  most  recently  published  literature  synthe- 
sis on  the  medical  effects  of  parental  smoking 


estimated  that  each  year  in  the  United  States 
6, 164  deaths  occur  in  children  due  to  smoking- 
related  illness  and  injury.  The  direct  and  indi- 
rect cost  of  these  effects  was  estimated  to  be 
close  to  13  billion  dollars  (1993  dollars). 20 

ETS  exposure  affects  the  health  of  children 
across  all  ages,  evenprenatally.  Minorities  and 
children  living  in  poverty  remain  at  an  elevated 
risk  for  ETS  exposure  and  related  illnesses. 
Clearly,  the  exposure  of  children  to  ETS  needs  to 
be  prevented  completely  at  best,  and  minimized 
at  the  very  least.  Physicians  and  other  health 
care  providers  have  an  important  role  and  re- 
sponsibility in  combating  nicotine  addiction  at 
all  levels  and  in  promoting  anti-smoking  behav- 
ior and  smoking  prevention. 
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Asthma  Treatment  and  Noncompliance 

Andrew  G.  Weinstein,  M.D. 


ABSTRACT 

Rationale:  Noncompliance  with  asthma  treat- 
ments is  a common  cause  of  hospitalization. 
Currently,  physicians  in  the  emergency  depart- 
ment can  only  diagnose  noncompliance  with 
asthma  therapy  by  asking  patients  if  they  have 
taken  their  medication  (i.e.,  the  HONOR  SYS- 
TEM). Patients  frequently  “overstate”  their 
compliance  and  subsequently  receive  unneces- 
sary supplemental  medication  (p.o.  corticoster- 
oid) as  well  as  hospitalization.  However,  be- 
cause their  noncompliant  behavior  goes  unrec- 
ognized, these  individuals  are  at  risk  for  recur- 
rent emergency  care  and  death.  It  is  for  these 
reasons  that  drug  monitoring  to  identify  compli- 
ance status  should  be  available  in  the  emer- 
gency department  and  in  specialty  clinics  that 
care  for  chronic  asthmatics. 


Andrew  G.  Weinstein,  M.D.,  is  an  Associate  Clinical  Professor  of 
Pediatrics  at  Jefferson  Medical  College  in  Philadelphia, 
Pennsylvania. 


Recommendations  for  Action:  1)  Develop  drug 
monitoring  systems  and  make  them  available. 
There  are  two  electronic  medication-monitoring 
devices  with  microprocessor  technology  avail- 
able for  metered-dose  inhalers.  These  devices 
need  further  improvement  in  design,  at  a lower 
cost.  Assays  have  been  developed  for  oral  and 
injectable  medications  recently  approved  by  the 
FDA.  These  assays  need  to  become  commer- 
cially available.  2)  Train  health  care  providers 
to  improve  patient  compliance.  As  noncompli- 
ance becomes  more  recognized,  as  a result  of 
drug  monitoring,  educational  and  behavioral 
programs  to  improve  compliance  with  treat- 
ment will  need  to  be  developed  and  dissemi- 
nated. 

INTRODUCTION 

The  requirement  of  daily  anti-inflammatory 
therapy  in  the  management  of  chronic  asthma 
underscores  the  importance  of  achieving  com- 
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pliance  with  therapeutics.  Most  asthmatics 
with  mild,  moderate,  or  severe  persistent  symp- 
toms are  recommended  to  be  placed  on  daily 
medication.  This  is  an  established  treatment 
practice  developed  by  the  National  Institutes  of 
Health.  Varying  medications  are  part  of  the 
treatment  process.  Asthmatics  with  mild  per- 
sistent disease  receive  an  anti-inflammatory 
“controller”  medication,  taken  daily,  as  well  as 
a bronchodilator  “quick  reliever,”  as  needed  to 
reduce  bronchospasm.  Individuals  with  more 
severe  disease  may  receive  higher  dosing  or 
multiple  anti-inflammatory  medication,  “con- 
trollers” andbronchodilators.  Anti-inflamma- 
tory medications,  which  include  cromolyn, 
leukotriene  modifiers,  and  corticosteroids  (in- 
haled and  oral),  are  controllers  that  are  admin- 
istered preventively.  Bronchodilators  may  be 
administered  either  daily  as  maintenance 
therapy  (i.e.,  theophylline  or  beta-2  agonists, 
p.o.  or  inhaled),  or  as  needed  (i.e.,  albuterol 
inhaled).  Many  clinical  investigators  believe 
that  the  current  “arsenal”  of  treatment  options, 
if  taken  correctly,  can  help  prevent  asthma 
symptoms  from  developing  in  most  asthmatics. 
It  is  the  consensus  of  investigators  and  practi- 
tioners that  the  most  common  reason  for  treat- 
ment failure  for  patients  with  asthma,  who  have 
been  prescribed  medication,  is  noncompliance 
with  medication  instructions. 


ABOUT  COMPLIANCE 

How  often  do  individuals  ignore  physicians’ 
instructions?  It  is  estimated  that  approximately 
30-50  percent  of  individuals  do  not  follow  medi- 
cal advice.  Research  with  asthmatic  patients 
documents  comparable  compliance  statistics. 
What  is  the  significance  of  asthmatic  noncom- 
pliance? For  the  patient,  it  is  persistent  symp- 
toms. This  could  diminish  the  quality  of  life  of 
the  individual,  affecting  school  or  work  perfor- 
mance or  the  quality  of  the  lives  of  concerned 
family  members  or  others  who  may  need  to 
assist  and  care  for  the  ill.  Individuals  with 
severe  symptoms  without  medication  may  re- 
quire emergency  care,  which  may  lead  to  hospi- 
talization. This  is  a common  outcome  for  some 
noncompliant  children  and  adults  and  leads  to 


unnecessary  expenditures  which  increase  health 
insurance  costs. 

What  is  being  done  to  promote  compliance 
and/or  reverse  noncompliance  by  asthmatic  in- 
dividuals? The  National  Institutes  of  Health 
have  developed  educational  programs  and  guide- 
hnes  for  practitioners  (mentioned  above)  to  teach 
their  asthmatic  patients  about  the  pathophysi- 
ology of  asthma,  the  actions  and  correct  use  of 
medications,  spacers  and  peak  flow  meters,  and 
preparing  an  asthma  action  plan  that  gives  the 
patient  instructions  on  which  medications  to 
use  depending  on  symptoms  and  peak  flow  val- 
ues. It  is  believed  that  implementation  of  an 
effective  educational  program  should  lead  to 
patient  compliance.  Unfortunately,  many  pa- 
tients who  receive  this  type  of  educational  pro- 
gram are  noncompliant,  and  practitioners  are 
not  aware  of  this. 

It  is  ironic  that  while  compliance  is  the 
mantra  for  favorable  clinical  outcomes,  it  is 
very  difficult  to  diagnose  noncompliance  with 
asthma  anti-inflammatory  treatment.  Cur- 
rently, there  are  no  commercially  available  as- 
says to  identify  compliance  status  of  leukotriene 
modifiers.  Prior  to  the  current  emphasis  on 
daily  anti-inflammatory  therapy,  broncho- 
dilators such  as  theophylline  were  an  integral 
part  of  daily  asthma  therapy.  Because  of  the 
narrow  therapeutic  range  of  theophylline,  drug 
monitoring  to  avoid  toxicity  was  mandatory. 
Radio-immunoassays  became  routinely  avail- 
able and  were  also  utilized  by  physicians  to 
identify  the  compliance  status  of  selected  pa- 
tients. This  led  to  the  development  of  a signifi- 
cant literature  defining  the  incidence  of  non- 
compliance,  characteristics  of  this  population 
and  strategies  to  reverse  noncompliance. 3 Cur- 
rently, the  state  of  the  art  methodology  to  iden- 
tify noncompliance  with  anti-inflammatory 
asthma  therapy  is  to  ask  the  patient;  i.e.  "THE 
HONOR  SYSTEM."  It  is  well  known  that  many 
asthmatic  individuals  do  not  like  to  displease 
their  doctor  and  thus  under  report  noncompliant 
behavior.  As  a result,  many  symptomatic  indi- 
viduals are  incorrectly  labeled  compliant  and 
are  prescribed  unnecessary  and  sometimes  harm- 
ful supplemental  medication  (i.e.,  oral  corticos- 
teroids). If  these  individuals  continue  not  to  be 
recognized  as  noncompliant,  they  may  require 
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emergency  care  and  some  may  die.  In  1995, 
5,637  individuals  died  from  asthma. 

The  human  and  financial  costs  for  asthma 
care  are  considerable.  The  N.I.H.  Asthma  Fact 
Sheet  estimates  that  12-15  million  Americans 
suffer  from  asthma,  including  4.8  million  chil- 
dren under  age  18.4  Asthma  is  the  most  com- 
mon chronic  childhood  disease,  affecting  more 
than  one  child  in  20.  Among  children  ages  5 to 
17,  asthma  accounts  for  an  annual  loss  of  more 
than  ten  million  school  days  per  year.  For 


were  3.8  billion  dollars.  If  one  assumes  that  ten 
percent  of  hospitalizations  were  due  to  noncom- 
pliance and  could  be  prevented,  there  would  be 
significant  reduction  in  asthma  health  care 
costs. 


IMPROVING  COMPLIANCE 

Given  these  statistics,  what  can  be  done  to 
improve  compliance  with  asthma  treatments? 


Table  1. 


Asthma  Outcomes  When  Drug  Monitoring 
Severe  Asthmatic  Children  After  Intensive  Rehabilitation 

1 Year  Prior 
Median  (5-95  Pctl.) 
n=59 

1 Year  Post 
Median  (5-95  Pctl.) 
n=59 

2nd  Year  Post 
Median  (5-95  Pctl.) 
n=59 

3rd  Year  Post 
Median  (5-95  Pctl.) 
n=59 

4th  Year  Post 
Median  (5-95  Pctl.) 
n=59 

Total  Cost  (dollars) 

$10,240 

(1,874-27,964) 

$4,036 

(1,696-13,450) 

$2,801 

(940-8,625) 

$2,316 

(450-8,425) 

$1,936 

(340-7,311) 

Inpatient  Days 

7 (0-25) 

0 (0-6)* 

0 (0-4)* 

0 (0-4)* 

0 (0-4)* 

Emergency  Care 

4 (1-11) 

0 (0-5)* 

0 (0-5)** 

0 (0-2)* 

0 (0-2)* 

Corticosteroid  Bursts 

2 (0-9) 

2 (0-8) 

1 (0-5)* 

1 (0-4)* 

1 (0-5)* 

Physician  Visists 

8 (3-24) 

2 (0-11) 

1.5  (0-8) 

2 (0-8) 

2 (0-8) 

* p<0.001  **  p<0.01 

Reference:  A.  Weinstein,  et  at.  "An  Economic  Evaluation  of 
Short-Term  Inpatient  Rehabilitation  for  Severe  Asthmatic 
Children,"  JACI  1996;  98;  264-273. 

adults,  asthma  is  the  fourth  leading  cause  of 
work  loss,  resulting  in  nine  million  lost  work- 
days each  year.  There  are  approximately  1.8 
million  emergency  room  visits  per  year  for 
asthma.  Asthma  results  in  approximately 
500,000  hospitalizations  per  year.  The  total  cost 
of  asthma  in  1998  was  estimated  to  be  11.3 
billion  dollars.  The  direct  costs  (hospital  care, 
physician,  medication,  laboratory/medical  im- 
aging, home  health,  etc.)  were  7.5  billion  dol- 
lars, with  3.6  billion  dollars  secondary  to  hospi- 
talization. The  indirect  costs,  secondary  to  loss 
of  time  from  work,  school  and  premature  death. 


Physicians  can  now  begin  to  monitor  patients’ 
use  of  metered-dose  inhalers  (MDI)  with  the 
advent  of  microprocessor  technology.  Two  de- 
vices have  recently  become  available  that  record 
the  date  and  time  that  a MDI  has  been  actuated. 
They  are  MDI-LOG  (MEDTRAK,  Aurora,CO.) 
and  SmartMist  (ARADIGM,  Heywood,  CA.). 
These  devices  can  be  used  with  anti-inflamma- 
tory corticosteroid  MDIs  as  well  as  bronchodila- 
tor  MDIs  (short  and  longacting).  The  medica- 
tion record  can  be  downloaded  to  a PC  and  it  can 
be  reviewed  and  printed  for  the  medical  record. 
The  patient  can  be  informed  of  medication  us- 
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age,  permitting  both  the  physician  and  patient 
to  have  a common  understanding  of  how  the 
patient’s  clinical  course  is  related  to  medication 
use.  Studies  examining  the  effectiveness  of 
monitoring  adult  asthmatics  using  MDIs  with 
microprocessors  have  shown  that  inhaler  use 
increases,  if  the  individual  is  informed  that  he  is 
being  monitored.  Nides  et  al  found  that  control 
subjects,  not  aware  of  being  monitored,  had  1.65 
actuations  per  day  (maximum  of  three  per  day), 
compared  to  the  1.95  actuations  per  day  of  those 
who  had  been  told  that  they  were  being  moni- 
tored. Symptomatic  asthmatics,  who  have  not 
followed  a monitored  asthma  treatment  regi- 
men, can  be  reminded  to  take  medication.  In 
addition,  specific  strategies  can  be  implemented 
to  not  only  improve  medication  use  but  to  reduce 
symptoms  as  well. 

With  the  development  of  new  technologies, 
one  can  initially  expect  less  than  100  percent 
accuracy,  at  a high  monetary  cost.  This  has 
historically  been  the  case  with  these  devices. 
Some  of  the  earlier  models  of  the  MDI-LOG  were 
found  to  have  errors  in  measuring  actuations 
and  also  had  battery  failures.  The  current  model 
of  the  MDI-LOG  has  been  approved  by  the  FDA 
and  reliability  testing  data,  sponsored  by 
Medtrak,  have  been  favorable  to  date.  Introduc- 
tion of  the  SmartMist  monitor  has  been  ham- 
pered by  the  reluctance  of  health  plans  to  pay  for 
a multifunctional  device  that  measures  date 
and  time  of  actuation,  adequacy  of  inhalation 
technique  and  peak  flow.  The  cost,  coupled  with 
the  constraint  that  the  unit  can  only  be  used  by 
one  individual  and  can  not  be  sterilized  for  use 
by  another,  have  contributed  to  its  slow  entry 
into  clinical  practice. 

DISCUSSION 

Is  it  really  possible  to  change  a patient’s  compli- 
ance status  and  improve  his/her  health? 
Weinstein  et  al  treated  59  severe  asthmatic 
children  and  their  families  in  an  inpatient  reha- 
bilitation setting  and  followed  them  for  four 
years  as  outpatients.  These  children  were  pre- 
scribed four  or  more  medications  including  theo- 
phylline, which  could  be  monitored.  By  monitor- 
ing for  compliance,  and  attempting  to  reverse 


noncompliance,  there  was  marked  reduction  in 
hospitalization  and  emergency  care  as  well  as 
medical  costs  (See  Table  1).  The  year  prior  to 
rehabilitation,  the  median  number  of  inpatient 
hospital  days  was  seven  and  emergency  visits 
was  four.  During  all  four  years  of  follow-up,  the 
median  number  of  hospital  days  and  emergency 
room  visits  were  both  zero.  The  median  total 
costs  the  year  prior  to  rehabilitation  were 
$10,240.  During  the  four  year  follow-up,  the 
median  costs  were:  year  one-$4,036;  year  two- 
$2,801;  year  three-$2,316;  year  four-$l,936. 
These  findings  have  been  repeated,  treating 
severe  asthmatic  children  in  a less  costly  outpa- 
tient setting;  most  recently  with  the  aid  of  MDI 
monitoring  devices.  The  strategies  that  were 
utilized  consisted  of  both  educational  and  be- 
havioral interventions  that  have  been  widely 
used  by  clinical  psychologists.  These  were 
adapted  for  the  asthmatic  population  and  car- 
ried out  by  individuals  who  were  trained  in 
medical  behavior  management.  It  is  clear  that 
if  drug  monitoring  becomes  readily  available, 
health  care  practitioners  will  need  to  acquire 
additional  psychological  training  to  encourage 
all  medication  dependent  individuals  to  “ad- 
here” to  a mutually  acceptable  clinical  plan. 
Acquisition  of  these  skills  by  health  care  provid- 
ers should  be  helpful  in  treating  other  illnesses 
such  as  obesity  and  nicotine  addiction. 

The  health  care  insurance  industry,  as  well 
as  the  pharmaceutical  industry,  have  made 
attempts  to  improve  patient  compliance.  Work- 
ing together,  they  have  developed  disease  man- 
agement programs  which  look  at  a population 
with  a specific  disease,  identifying  the  appropri- 
ate medication  treatment  and  arranging  semi- 
nars for  physicians  and  their  office  staffs  to 
disseminate  state  of  the  art  treatment  and  pa- 
tient education  programs.  Pharmaceutical  com- 
panies have  been  developing  medications  which 
require  less  frequent  and  more  simple  adminis- 
tration to  improve  compliance.  For  example, 
leukotriene  modifiers  are  given  orally  and  some 
may  be  given  once  or  twice  daily.  Dry  powder 
inhalation  systems  have  been  developed  to  de- 
liver asthma  medications  without  spacers  and 
no  longer  require  that  the  patient  keep  track  of 
the  number  of  actuations  to  the  discard  point. 
Some  health  insurance  companies  work  with 
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pharmaceutical  companies  and  pharmacies  to 
identify  medication  refill  patterns  of  patients.  If 
physicians  had  pharmacy  refill  data  of  patients 
that  they  are  caring  for,  this  data  could  be 
incorporated  into  the  medical  record  to  make 
patients  aware  that  the  practitioner  knows  of 
their  medication  usage. 

The  advent  of  managed  health  care  has 
created  the  opportunity  to  develop  medical  sys- 
tems that  can  significantly  reduce  noncompli- 
ance as  well  as  unnecessary  morbidity  and 
expenditures.  Physicians,  hospitals,  home 
health  care  suppliers,  pharmaceutical  compa- 
nies, medical  laboratories,  and  medical  equip- 
ment manufacturers  are  all  on  the  same  team 
that  is  led  by  managed  care.  Optimal  practice 
patterns  have  been  developed  from  medical  re- 
search and  are  being  implemented.  The  one 
area  that  needs  to  be  developed  is  the  monitoring 
of  symptomatic  patients  to  determine  if  their 
symptoms  are  due  to  persistent  disease  or  non- 
compliance.  Drug  monitoring  prevents  asthma 
symptoms,  reduces  medical  costs,  and  improves 
medical  care.  Drug  monitoring  capability  should 
be  available  for  all  medications  treating  ill- 
nesses seen  in  the  emergency  room.  Drug 
monitoring  would  provide  an  “evidence-based” 
medical  practice  in  promoting  compliance  and 
replace  the  current  “Honor  System.” 

How  difficult  would  it  be  to  implement  drug 
monitoring  in  the  emergency  room  and  at  what 
expense?  Currently,  the  FDA  requires  that  all 
pharmaceuticals,  being  considered  for  approval, 
be  tested  rigorously  for  efficacy  and  safety.  This 
includes  all  medication  given  orally,  inhaled,  or 
by  injection.  One  aspect  of  approval  includes 
providing  pharmacokinetic  data  that  defines 
absorption,  distribution,  metabolism  and  elimi- 
nation of  the  drug.  Assays  have  been  developed 
specifically  for  this  process  and  could  be  used  for 
clinical  monitoring.  Similarly,  medical  labora- 
tory equipment  is  commercially  available,  and 
is  currently  i^i  use  in  most  hospital  laboratories. 
This  equipment  measures  medication  levels  of 
drugs  that  need  to  be  monitored  for  toxicity  such 
as  theophylline  or  phenytoin.  The  only  aspect  of 
the  drug  monitoring  process  that  would  need  to 
be  developed  is  the  actual  reagents  used,  and 
this  could  be  done  within  several  months  and 
priced  inexpensively  because  of  the  large  quan- 
tities used. 


CONCLUSION 

The  health  care  industry  has  an  unusual  oppor- 
tunity to  improve  health  care  delivery  and  re- 
duce health  care  costs  with  only  a minimal 
investment.  Health  plans  will  save  significant 
sums  by  reducing  frequency  of  hospital  care. 
Pharmaceutical  companies  will  increase  sales 
of  their  products  because  individuals  will  be 
taking  more  of  them.  Physicians  will  be  more 
productive  and  achieve  more  satisfaction  in 
their  practices  by  improving  health  care  out- 
comes. Hospitals,  however,  will  need  to  focus  on 
preventive  outpatient  care,  since  income  from 
inpatient  care  will  decrease  because  of  a reduc- 
tion in  the  number  of  admissions.  This  scenario 
can  only  be  realized  if  clinicians  have  the  capa- 
bility to  make  the  diagnosis  of  noncompliance 
with  treatment.  Drug  monitoring  makes  sense 
and  should  be  routinely  available  for  the  prac- 
tice of  medicine,  not  only  for  the  treatment  of 
asthma,  but  for  all  chronic  medication  depen- 
dent diseases. 
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Creating  a Physician  Web  Site:  Part  One 

Brett  Elliott,  M.D. 


ABSTRACT 

The  reasons  why  physicians  should  have  professional  web  sites  for  their  practices  are  presented. 
The  options  available  to  practitioners  who  want  to  create  a site  are  reviewed.  Advantages  and 
disadvantages  of  virtual  and  non-virtual  hosting  are  discussed.  How  to  find  and  register  one’s  own 
domain  name,  obtain  a hosting  service,  and  avenues  available  to  build  the  web  site  are  also 
described.  Future  articles  will  address  finding  specific  hosting  services  and  details  regarding 
site  construction. 


The  number  of  people  on  the  internet  is  increas- 
ing daily  and  considerable  web  traffic  is  related 
to  finding  health  information.  Good  communica- 
tion with  patients  is  a fundamental  asset.  The 
web  is  an  important  new  tool  whereby  physi- 
cians can  establish  an  additional  link  with  their 
patients.  Information  presented  on  a web  site  is 
easily  updated,  and  this  data  is  immediately 
available  to  anyone.  Interaction  can  be  verbal, 
visual,  and  in  both  directions,  and  this  makes 
for  optimal  communication.  With  TV  or  print, 
media  information  is  sent  just  one  way.  With 
web  links  one  can  present  a seemingly  infinite 
range  of  information  to  visitors  if  they  wish  to 
explore,  and  this  is  impossible  without  the  web. 
Communicating  via  e-mail  is  different  than 
with  previous  methods.  One  can  have  contact 


Brett  Elliott,  M.D.,  is  a practicing  ophthalmologist  and  part- 
time  JCAHO  surveyor.  He  is  a member  of  the  West  Virginia 
Medical  Institute  Board  of  Trustees  and  the  Medical  Society 
of  Delaware. 


with  just  one  individual  or  all  of  one’s  patients 
with  e-mail  addressees  at  essentially  the  same, 
minimal  cost.  Replies  can  be  immediate  as  per 
when  the  e-mail  icon  appears  and  one  promptly 
responds,  or  delayed  when  acknowledgment  is 
at  a later  time.  Other  modes  of  communication 
are  less  flexible.  The  telephone  is  an  instant 
back  and  forth  interchange  and  letters  are  de- 
layed. 

The  Internet  is  an  equalizer.  A physician 
can  host  a very  modest  site  of  just  a page  or  so 
to  a much  more  extensive  offering  for  minimal 
increases  in  cost.  Contrast  this  to  a yellow  page 
entry,  which  is  the  most  common  way  physi- 
cians publicly  “advertise”  and  communicate  to 
the  public  at  large.  One’s  web  site  can  start  with 
basic  details  such  as  physician  and  staff  educa- 
tion, affiliations,  and  training.  It  can  include 
office  phone  numbers,  directions,  hours  of  op- 
eration, insurance  plans  accepted  and  payment 
methods.  The  next  step  could  be  having  regis- 
tration forms  posted  so  patients  may  download 
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and  complete  them  prior  to  the  office  visit.  One 
can  include  information  such  as  how  to  take 
medication,  or  use  eye  drops.  Also  the  site  can 
embody  links  to  other  sites  the  physician  trusts 
and  believes  could  be  helpful  to  patients.  If  you 
are  offering  links  to  other  venues  or  giving 
medical  information,  disclaimers  are  impor- 
tant. One  can  “advertise”  the  site  at  no  cost  by 
placing  it  on  stationery,  bills,  in  one’s  phone 
book  entry  and  the  hospital  and  HMO  directory. 
Currently,  more  patients  find  their  physician 
via  the  phone  book  than  via  the  Internet;  how- 
ever, in  the  future,  the  Internet  will  become 
increasingly  important. 

NON  VIRTUAL  HOSTING 

If  a physician  decides  to  have  a site,  there  are 
fundamentally  two  avenues  available.  The  fast- 
est is  non-virtual  hosting,  and  with  a relative 
modicum  of  computer  knowledge,  one  could  be 
up  and  running  in  a few  hours.  Non-virtual  web 
hosting  is  where  one’s  site  is  a sub-directory  on 
someone  else’s  web  site,  whose  name  is  included 
in  the  web  address.  For  example, 
www.medscape.com/brettelliott/  could  be  my 
address  if  I had  a site  on  Medscape  and  there  was 
no  “brettelliott”  prior  to  my  registering.  Large 
health  care  web  sites  such  as  Physicians’  Online 
and  Medscape  offer  such  services  and  often  they 
are  at  no  cost  to  the  physician.  Setting  up  a 
website  is  simply  a structured,  menu  driven 
affair.  There  are  sections  for  the  name,  address, 
directions,  and  office  information  such  as  hours 
and  insurance  plans  accepted.  Banner,  back- 
groundcolors,  and  fonts  are  generally  selectable 
via  a menu  and  at  times  one  can  upload  a 
personal  or  office  photo  to  be  included  in  the  site. 

The  advantages  to  this  sort  of  hosting  are 
minimal  cost  and  simplicity.  The  parent  site 
may  have  excellent  patient  information  that  is 
rapidly  and  easily  accessible  to  patients.  It  is 
possible  that  the  parent  host  may  increase  traf- 
fic to  one’s  site  by  its  physicians’  directory. 

However,  there  are  significant  disadvan- 
tages. The  mothership  generally  requires  ac- 
quiescence to  a participation  agreement  that 
lets  them  exercise  control  over  what  is  placed  on 
their  site.  Some  non-virtual  hosts  will  have  a 


banner  on  the  top  of  their  page  that  can  not  be 
changed.  Links  to  other  areas  on  the  host  may 
be  permanently  located  on  one’s  web  pages. 
There  is  less  flexibility  in  site  design  and  if  the 
host  should  go  out  of  business  or  change  names, 
one’s  web  address  will  have  to  change,  and  a 
practice  could  lose  its  site  completely.  A physi- 
cian may  not  be  able  to  upload  personalized 
forms  for  patients  to  use.  Some  medical  web 
sites  want  to  start  electronic  medical  records 
and  if  a physician  uses  data  entry  forms  for 
office  visits,  it  will  have  to  be  the  host's.  Being 
part  of  the  parent’s  site,  the  impressions  pa- 
tients receive  may  have  the  flavor  of  the  parent. 

VIRTUAL  HOSTING 

The  second  option  is  virtual  hosting,  which 
allows  one’s  business  to  have  its  own  domain 
name  hosted  on  the  Internet.  For  example, 
www.practicename  .com  would  bring  one  directly 
to  the  practice  web  site.  The  Internet  hosting 
computer  one  selects  for  their  site  is  completely 
invisible  to  the  visitor,  and  most  .corns  on  the 
net  use  this  method.  Having  one’s  own  domain 
name  also  allows  the  moving  of  the  web  site  to  a 
different  hosting  service  with  minimal  inter- 
ruption and  trouble,  and  the  domain  name  will 
remain  identical.  To  have  such  a web  site  three 
things  must  happen:  one  needs  to  have  a domain 
name,  to  build  a web  site  or  have  one  built,  and 
to  find  a web  hosting  service  that  meets  the 
site’s  requirements. 

Domain  names  are  easy  to  remember  letters 
or  words  which  end  in  .com,  .edu,  .gov,  .mil, 
.net,  or  .org.  Attached  to  them  is  a series  of 
integers  called  Internet  protocol  numbers  which 
direct  people  to  where  the  owner  of  that  domain 
name  has  information  on  the  internet.  To  obtain 
a domain  name  it  must  not  be  registered  by 
somebody  else,  and  names  are  issued  on  a first 
come-first  served  basis.  The  Internet  Corpora- 
tion for  Assigned  Names  and  Numbers  (ICANN) 
at  http://www.icann.org/  is  the  domain  name 
assignment  and  clearinghouse.  It  was  created 
in  October  1998  by  private  industry  with  the 
cooperation  of  the  U.  S.  Government  Depart- 
ment of  Commerce.  This  non-profit  corporation 
is  assuming  responsibility  for  the  stable  opera- 
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tion  of  the  Internet  in  four  key  areas:  the  Do- 
main Name  System,  the  coordination  of  protocol 
number  assignment,  the  allocation  of  IP  ad- 
dress space,  and  the  management  of  the  root 
server  system. 

To  register  a domain  name  in  the  .com,  .net, 
or  .org  group,  one  should  use  an  ICANN  accred- 
ited and  operational  registrar.  A list  of  them  is 
at  http://www.icann.org/registrars/accredited- 
list.html  and  as  of  March  15,  2000,  there  were 
30.  Go  to  one  of  the  approved  sites,  and  domain 
name  checking  and  reg- 
istration are  done  on- 
line. Most  physicians 
are  for-profit  businesses 
so  the  appropriate  do- 
main name  would  end 
with  a .com.  Type  in 
what  one  wants  to  be 
called,  and  follow  it  by 
the  .com.  If  the  name 
has  not  been  previously 
registered,  one  pays  a 
fee  of  generally  $60. 

This  should  guarantee 
the  individual  or  company  the  rights  to  exclu- 
sively use  that  Internet  name  for  two  years,  and 
indefinitely  as  long  as  renewal  fees  are  paid. 
ICANN  describes  copyright  considerations,  and 
has  conflict  resolution  guidelines.  When  I went 
to  register,  BE.com  was  not  available;  however, 
bemd.com  and  brettelliott.com  were  not  being 
used. 

The  business  needs  to  find  a host  server  on 
the  web  for  its  domain  name  and  site.  There  are 
many  companies  to  choose  from  with  fees  gener- 
ally starting  at  $10  to  $15  per  month  for  a 
modest  site.  Hostindex.com  at  http:// 
www.hostindex.com/offers  hstings  of  sites  based 


on  feedback  from  users,  features,  pricing,  and 
customer  support.  Their  host  ranking  list  is 
updated  monthly.  This  site  also  provides  infor- 
mation for  the  novice  on  how  to  start  a web  site. 
Hostsearch  at  http://www.hostsearch.com/lets 
the  user  type  in  parameters  of  what  is  required 
from  a host,  and  a list  of  appropriate  companies 
is  generated. 

One  subsequently  needs  to  build  the  web 
site.  Some  of  the  hosting  sites  offer  boilerplate 
modules  similar  to  what  one  finds  at  non-virtual 

hosts.  Much  greater 
flexibility  is  available 
by  designing  a site  or 
hiring  a web  site  pro- 
grammer. Some  host- 
ing sites  offer  web  site 
designing  software,  one 
can  purchase  software, 
and  there  are  pubhc  do- 
main programs. 

For  a site  to  be  a 
valuable  resource  to 
both  the  patient  and 
physician,  it  needs  to 
accomplish  two  things.  The  first  goal  should  be 
patient  education  about,  specifically,  one’s  office 
and  more  generally  about  the  health  issues  of 
one’s  specialty.  Practices  change  and  so  do  the 
most  useful  patient  educational  resources.  Con- 
sequently, once  the  site  is  up  and  running,  it 
must  be  kept  current.  The  second  goal  of  the  site 
is  to  make  it  an  integralpart  of  the  practice,  just 
as  the  front  office,  patient  educational  informa- 
tion section,  or  the  treatment  area  is.  Once 
these  objectives  are  accomplished,  practice 
growth  from  the  web  site  will  accrue. 


Web  sites  listed  in  this  paper: 

Hostindex.com 

http://www.hostindex.com/ 

Hostsearch 

http;//www.  hostsearch  .com/ 

Internet  Corporation  for  Assigned  Names  and  Numbers 
(ICANN)  http://www.icann.org/ 

ICANN  accredited  and  operational  registrar  directory 
http://www.icann.org/registrars/accredited-list.html 
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THE  BUSINESS  OF  MEDICINE 


What  to  Look  Out  For  If  Offered  a 
Reimbursement  Schedule 
That's  Less  Than  Medicare 

Anne  M.  Allen 


Most  physicians  over  the  age  of  40  remember  the 
halcyon  days  when  they  were  reimbursed  at  120 
percent,  130  percent  or  more  above  the  Medicare 
allowables  by  third-party  payers.  Much  to  the 
detriment  of  the  bottom  line  in  most  medical 
practices,  reimbursement  levels  have  eroded  to 
the  point  that  the  Medicare  fee  schedule  is  often 
considered  the  benchmark  against  which  other 
payers’  fee  schedules  are  compared  rather  than 
the  lowest  acceptable  amount  of  reimbursement 
as  in  the  past. 

Some  third-party  payers  are  even  offering 
physicians  reimbursements  that  are  less  than 
what  Medicare  pays.  Accepting  a fee  schedule 
that  is  below  the  Medicare  allowables  raises 
some  questions:  Does  accepting  this  lowered 
reimbursement  amount  from  one  payer  mean 
that  the  physician  now  must  accept  the  same,  or 
even  lower,  from  other  payers?  Can  this  lower 


Anne  M.  Allen  is  Director  of  the  Physicians'  Advocate  Program,  a 
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reimbursement  be  interpreted  as  the  physician’s 
usual,  or  actual,  charge,  and  can  the  physician 
then  be  accused  ofcommitting  fraud  because  his 
or  her  usual,  or  actual,  charge  is  below  Medicare 
rates  and  Medicare  is  being  billed  — and 
paying  — at  a higher  rate? 

With  the  government’s  aggressive  focus  on 
protecting  the  federal  health  care  program  funds 
by  ferreting  out  fraud  and  abuse  in  the  system, 
these  questions  and  their  answers  can  have 
serious  implications  for  physicians. 

Although  this  issue  is  clouded  in  murki- 
ness, and  there  are  no  clearly  delineated  laws  or 
regulations  covering  it,  MSD  sought  clarifica- 
tion from  various  resources  and  offers  the  fol- 
lowing: 

Medicare  pays  the  lower  of  your  "actual 
charge"  or  the  fee  schedule  amount. 

Don’t  confuse  fee  schedules  with  reimburse- 
ment amounts,  allowables,  charges  or  costs. 
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These  terms  can  have  very  different  mean- 
ings, although  they  are  often  used  inter- 
changeably. Once  you’ve  worked  with  your 
administrator  or  business  manager  to  de- 
cide what  it  "costs"  for  you  to  provide  a 
particular  service,  you  then  establish  a 
"charge"  for  providing  the  service.  A com- 
pilation of  the  individual  "charges"  com- 
prises your  "fee  schedule"  of  all  services 
provided.  Payers  too  have  "fee  schedules," 
or  "reimbursement  schedules,"  which  are  a 
list  of  the  amounts  they  will  pay  the  physi- 
cian or  other  provider  of  the  service,  based 
on  the  same  CPT  codes. 

Physicians  should  have  one  fee  schedule 
that  is  applicable  across  all  payers,  includ- 
ing self-pay  patients.  Again,  this  fee  sched- 
ule should  be  developed  after  a thorough 
analysis  of  what  it  costs  to  provide  each 
service.  This  is  the  fee  schedule  that  should 
be  loaded  in  the  computer  and  from  which 
payments  are  worked  (using  “contractual 
adjustments”  to  account  for  the  difference 
between  the  discounted  reimbursement 
amounts  from  managed  care  contracts  and 
the  practice’s  fee  schedule). 

Using  this  established  fee  schedule  as  a 
base,  the  physician  can  then  make  an  in- 
formed decision  about  the  viabihty  of  accept- 
ing a reimbursement  schedule  from  any 
payer,  including  Medicare.  Physicians,  in 
Delaware,  as  well  as  across  the  country,  are 
becoming  less  willing  to  accept  managed 
care  contracts  that  are  onerous,  not  in  their 
best  interests  or  their  patients’,  or  are  ac- 
companied by  a reimbursement  schedule 
that  is  below  costs. 

Some  practices  use  remittance  vouchers  and 
other  information  from  payers  to  load  fees  in 
their  computers  specific  to  each  payer,  finding 


this  easier  than  making  the  many  contractual 
adjustments  that  would  be  necessary.  This  is 
not  advisable  since  it  gives  the  appearance  of 
having  different  fee  schedules  for  different  pay- 
ers, which  could  run  counter  to  several  federal 
regulations  and  is  an  issue  that  has  been  looked 
at  by  the  Office  of  Inspector  General  (OIG).  To 
date,  the  government  has  issued  nothing  that 
states  that  a physician,  by  accepting  a contract 
that  reimburses  at  less  than  Medicare,  must 
then  accept  the  same  low  reimbursement  from 
otherpayers.  However,  Section  1001.701(a)(1) 
of  Title  42  of  the  Code  of  Federal  Regulations 
states  that  an  individual  may  be  excluded  from 
participation  in  federal  or  state  health  care 
programs  if  they  submit  or  cause  to  be  submit- 
ted bills  or  requests  for  payment  for  services  or 
items  that  are  “substantially  in  excess”  of  such 
individual’s  “usual  charges  or  costs”  for  such 
services  or  items.  However,  no  definition  of 
“substantially  in  excess”  or  “usual  charges  or 
costs”  has  been  offered,  leaving  a huge  gray  area 
of  confusion  and  potential  misinterpretation  for 
physicians. 

In  summary,  establish  a single  charge  for 
all  payers.  Recognize  that  if  this  charge  is  lower 
than  Medicare’s  fee  schedule  amount,  you  will 
not  receive  the  full  fee  schedule  amount.  Also 
recognize  that  you  may  adjust  your  fee  in  hard- 
ship cases  without  altering  your  "actual"  charge 
so  long  as  this  adjustment  is  not  done  on  a 
routine  or  automatic  basis. 

Contract  terms,  fee  schedules  and  reim- 
bursement issues  continue  to  be  some  of  the 
most  volatile  ones  facing  physicians  in  the  in- 
creasingly regulated  healthcare  industry.  Edu- 
cation and  vigilance  are  the  most  effective  tools 
available  to  combat  these  challenges  and  even- 
tually return  the  practice  of  medicine  to  its 
original  purpose  of  improving  the  health  of 
people. 
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Nature's  Way  to  Good  Health 

Albert  S.  Matlack 


Nature  is  a bountiful  source  of  foods  and  drugs. 
Roughly  80  percent  of  the  top  50  prescription 
drugs  used  today  are  either  of,  derived  from,  or 
based  upon  leads  generated  from  natural  origin. 
Many  plants  and  animals  have  evolved  chemical 
defense  systems  to  keep  from  being  eaten  or 
crowded  out  by  other  species.  One  way  to  search 
for  new  drugs  is  to  test  plants  and  animals  in  the 
fields,  forests  and  seas  that  are  conspicuous  and 
look  like  they  could  be  eaten  easily.  Another  is  to 
see  what  is  used  in  tribal  and  herbal  medicine. 
While  some  of  these  medicines  are  surrounded 
by  myth  and  superstition,  others  have  proven  to 
be  valuable  leads  to  new  drugs.  For  example. 
Artemisinin  from  Artemesia  annua  (which  is 
used  in  Chinese  herbal  medicine)  is  effective 
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against  a type  of  malaria  which  is  resistant  to 
the  usual  drug,  chloroquine.  It  showed  that 
transannular  peroxides  can  be  effective  drugs,  a 
concept  that  probably  would  not  have  been 
thought  of  otherwise.  Another  example  is  the 
discovery  that  reserpine,  from  the  Indian  vine 
Rauwolfia  serpentina,  could  affect  the  brain. 
Prior  to  this,  chemical  treatment  of  mental 
illness  was  not  thought  to  be  possible. 

When  a compound  is  used  to  produce  a drug, 
the  purpose  of  the  drug  doesn’t  necessarily  mimic 
the  compound's  purpose  in  the  wild.  Curare,  an 
Amazonian  Indian  arrow  poison,  is  useful  as  a 
skeletal  muscle  relaxant.  The  protein 
contortrostatin,  found  in  the  venom  of  the  cop- 
perhead snake  (which  habitates  in  the  Alapocas 
Woods),  is  able  to  reduce  the  growth  rate  of 
tumors  by  90  percent.  At  least  two  other  drugs 
are  based  on  plants  that  grow  in  the  woodlands 
of  Delaware.  One  is  etoposide  (an  anticancer 
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drug)  based  on  the  podophyllotoxin  found  in  the 
may  apple  (Podophyllum  peltatum).  The  second 
is  sanguinarine  from  the  bloodroot  (Sangui- 
naria  canadensis)  which  is  used  for  treatment  of 
periodontal  disease. 

Today,  further  discoveries  of  this  type  are 
threatened  by  an  increased  rate  of  extinction 
due  to  habitat  destruction  resulting  from  uncon- 
trolled population  growth.  Traditional  medicine 
has  led  to  drastic  reductions  in  the  number  of 
tigers,  populations  of  ginseng  (Panax 
quinquefolius)  and  goldenseal  (Hydrastis 
canadensis)  in  the  eastern  United  States.  While 
there  is  increasing  popular  concern  about  con- 
servation of  conspicuous  animals  like  the  tiger 
and  the  panda,  there  is  little  for  microorgan- 
isms, which  are  the  sources  of  most  antibiotics. 
In  addition,  there  is  the  problem  that  traditional 
knowledge  may  be  lost  as  shamans  increasingly 
fail  to  train  apprentices. 

Prior  to  approval  by  the  U.S.  Food  and  Drug 
Administration,  drugs  found  by  the  methods 
above  must  pass  a battery  of  tests  and  clinical 
trials  to  establish  dosage  rates,  safety  and  effi- 
cacy. This  is  not  required  of  the  alternative 
medicine  on  which  Americans  spent  $21  billion 
in  1997.  In  fact,  the  U.S.  Dietary  Supplement 
Health  and  Education  Act  of  1994  (said  to  have 
been  passed  by  strong  industry  lobbying)  forbids 
the  F.D.A.  from  having  oversight  unless  there  is 
overwhelming  evidence  of  harm  through  the  use 
of  a material.  Americans  spent  $13  billion  on 
herbal  and  dietary  supplements  in  1998.  In 
Germany,  where  phytomedicines  are  popular, 
the  Bundesinstitut  fur  Arzeimittel  und 
Medizinproduckte  regulates  these  substances 
more  effectively,  but  not  to  the  extent  that  the 
F.D.A.  does  for  conventional  drugs.  A public, 
that  is  often  unfamiliar  with  the  limitations  of 
modern  medicine  and  which  may  not  realize 
that  every  drug  has  the  potential  for  side  effects 
in  at  least  some  people,  has  been  tempted  to  try 
various  herbs  in  response  to  ads  that  claim  the 
supplement  being  promoted  will  do  wonderful 
things  for  their  health.  Saw  palmetto  is  said  to 
“support  urinary  function  in  mature  men”  for  a 
healthy  prostate.  St.  John’s  wort  “helps  support 
a positive  mood”  and  “a  sense  of  well  being.” 
Goldenseal  root  and  echinacea  “promote  overall 
health  and  well-being.”  Valerian  root  “enhances 


general  well-being”  and  promotes  “restful  sleep .” 
Ginkgo  biloba  provides  “mental  concentration 
and  alertness.”  Ginseng  is  “for  healthy  levels  of 
energy  and  stamina.”  There  are  also  people  who 
gethttle  exercise,  lunch  on  cheeseburgers,  french 
fries  and  a soft  drink,  then  try  to  compensate  by 
taking  a magic  pill  of  nutrients.  There  is  also 
some  chemophobia,  so  that  “natural”  food  is 
perceived  as  better  than  the  usual  food.  Some 
natural  products  can  be  extremely  toxic,  e.g.  the 
mycotoxin,  aflatoxin,  which  is  found  on  moldy 
grain,  is  among  the  most  potent  carcinogens 
known.  Even  the  traditional  extract  of  the  roots 
of  Sassafras  albidum  used  to  flavor  root  beer 
must  have  the  carcinogenic  safrole  removed 
before  use.  Even  vitamin  A can  be  harmful  if 
taken  in  excessive  amounts  through  supple- 
ments. 

Many  people  are  taking  unnecessary  risks 
by  using  alternative  rather  than  conventional 
medicine.  While  some  of  it  works,  e.g.  a Chinese 
herbal  medicine  for  irritable  bowel  syndrome, 
much  of  it  is  ineffective  There  is  absolutely  no 
need  to  cleanse  your  intestine  of  toxins  with  a 
procedure  that  may  be  dangerous  to  more  than 
your  pocketbook,  if,  by  chance,  the  intestine  is 
perforated  in  the  process.  The  use  of  herbal 
extracts  and  dietary  supplements  may  help  some 
people,  but  many  such  materials  are  ineffective 
and  may  be  dangerous.^  The  F.D.A.  has  re- 
ceived recent  reports  of  more  than  2,500  adverse 
reactions,  including  79  deaths,  associated  with 
dietary  supplements.^  Italy  banned  the  sale  of 
Ephedra  after  several  deaths  occurred.  One  lot 
of  “Plantago”  contained  Digitalis  which  sent  two 
people  to  hospital  emergency  rooms  with  heart 
blockage.  Cases  of  central  nervous  system  de- 
pression and  heavy  metal  poisoning  have  also 
been  reported.  One  child  died  while  being  treated 
by  herbal  extracts  where  conventional  medicine 
might  have  saved  her  life.  Of  260  Asian  patent 
medicines  bought  in  California  stores,  83  con- 
tained undeclared  pharmaceuticals  or  heavy 
metals  and  23  contained  more  than  one  adulter- 
ant. Tests  of  ten  brands  of  St.  John’s  wort,  a 
popular  antidepressant,  found  that  two  had  20 
percent  of  the  potency  listed  on  the  label,  six  had 
50-90  percent  and  two  had  30-40  percent  more 
than  that  listed.  St.  John’s  wort  has  interacted 
with  selective  serotonin-reuptake  inhibitors  in 


222 


Del  Med  Jrl,  May  2000,  Vol  72  No  5 


Guest  Editorial 


several  cases  to  produce  serotonin  syndrome 
with  its  headaches,  tremors  and,  in  some  cases, 
comas/  Such  interactions  with  prescription 
drugs  have  led  several  drug  store  chains  to 
begin  entering  patients’  use  of  herbal  extracts, 
dietary  supplements,  vitamins  and 
over-the-counter  medications  into  their  drug 
records. 

It  is  time  to  restrain  the  snake  oil  salesmen 
oftoday  by  putting  alternative  medicine  under 
F.D.A.  oversight  by  changing  the  law.  We  need 
to  think  more  about  ways  to  increase  the  level  of 
scientific  literacy  in  the  American  public.  Cell 
culture  methods  need  to  be  developed  for  plants 
and  parts  of  animals  that  are  becoming  increas- 
ingly scarce  from  over  harvesting  for  medicinal 
purposes.  This  has  been  done  for  ginseng.  It 
should  be  possible  to  do  it  for  tiger  bone  and 
rhinoceros  horn.  Cutting  edge  research  on  ge- 
nome analysis,  gene  therapy,  growth  factors 
and  stem  cells  may  convert  some  untreatable 
diseases  into  treatable  ones  and  lessen  the  ten- 
dency of  desperate  people  to  resort  to  alternative 
medicine.  Lastly,  a shift  of  the  emphasis  of 
medicine  from  after-the-fact  treatment  to  pre- 
vention may  lessen  the  desire  for  people  to  try  an 
herbal  supplement  to  make  themselves  feel  good. 
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A Dictionary  of  the  History  of  Medicine 

(Anton  Sebastian,  MBBS,  MRCP  - Parthenon  Publishing  Group,  N.Y.  and  London,  1999,  781  pages) 

David  Platt,  M.D. 


The  author  is  a general  internist  in  Glasgow, 
Scotland,  who  has  had  a lifelong  interest  in  the 
history  of  medicine.  He  has  accumulated  a per- 
sonal library  of  over  three  thousand  volumes, 
many  of  which  are  antiquarian  or  rare  books.  In 
his  studies  on  the  history  of  medicine,  he  came 
to  realize  that  there  is  a need  not  for  another 
dictionary  of  medicine,  of  which  there  are  plenty, 
but  for  a dictionary  of  the  history  of  medicine,  of 
which  there  is  none. 

Dr.  Sebastian  spent  ten  years  compiling  this 
dictionary.  It  is  intended  both  for  professional 
medical  scholars  and  for  members  of  the  lay 
public  interested  in  medicine  and  its  history. 
With  this  goal  in  mind,  it  has  a minimum  of 
technical  language . It  has  the  usual  format  of  a 
dictionary  in  all  of  its  781  pages.  The  alphabeti- 
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cal  entries  cover  all  the  people  and  events  and 
objects  which  the  author  thinks  are  important 
to  the  history  of  medicine.  Each  brief  entry 
includes  enough  information  to  make  it  easy  for 
the  reader  to  identify  the  subject  and  be  directed 
to  where  to  learn  more  about  it  in  the  medical  or 
general  historical  literature,  without  the  need 
for  extensive  searching.  The  thumb  nail  sketches 
go  from  the  prehistoric  hunter  gatherers  of 
about  100,000  B.C.  right  up  to  modern  times. 
The  alphabetical  entries  range  from  Aaron  of 
Alexandria,  a Jewish  physician  of  the  seventh 
century  B.C.  who  wrote  thirty  books  on  medi- 
cine, to  zymase,  an  enzyme  extracted  from 
yeast. 

This  book  is  crammed  full  of  little  gems.  I 
have  always  said  that  I cannot  understand 
people  who  sit  and  read  telephone  books  or 
dictionaries,  but  reading  this  dictionary  is  good 
fun. 
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Young  America:  Treasurers  from  the  Smithsonian  Museum  oM/t  will  be  on  view  at  the  Delaware  Art  Museum 
from  June  23  to  August  1 3, 2000.  The  exhibit  will  include  54  works  that  trace  the  transformation  of  the  American 
colonies  into  nationhood  between  the  1760s  and  the  Civil  War. 

The  Delaware  Art  Museum  is  located  at  2301  Kentmere  Parkway  in  Wilmington,  Delaware. 

Please  call  302-57 1 -9590  for  information  on  hours  of  operation  or  admission  fees. 

You  can  visit  the  museum's  web  site  at  www.delart.org. 
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Charity 

Michael  A.  Alexander,  M.D. 


“If  the  job  you  did  speaks  for  itself,  don't 
interrupt.”  — Texas  Bix  Bender 

Every  year  the  number  of  uninsured  Americans 
increases  by  one  million  and  the  fastest  growing 
segment  is  the  50  to  65  year  old  displaced  white- 
collar  worker.  Currently,  there  are  43  million 
Americans  without  insurance,  and  by  2007,  it 
will  be  closer  to  54  million.  While  this  fact 
finally  brings  the  problem  home  to  the  politi- 
cian, the  actual  truth  is  that  lack  of  health  care 
insurance  is  a condition  of  poverty.  The  Com- 
monwealth Fund's  1999  National  Survey  of 
Workers  Health  Insurance  reported  a number 
of  figures  comparing  those  with  an  income  of 
$35,000  per  year  or  less  to  those  who  made  over 
$35,000  dollars  per  year.  In  the  less  than  group, 
32  percent  were  uninsured  and  in  the  more  than 
$35,000  per  year  group,  only  seven  percent  were 
uninsured.  One-fourth  of  the  less  than  $35,000 
per  year  group  reported  fair  or  poor  health,  a 
rate  three  times  higher  than  those  in  the  over 
$35,000  per  year  group.  In  the  less  than  group. 


Michael  A.  Alexander,  M.D.,  practices  pediatric  physical 
medicine  and  rehabilitation  at  A t.  du  Pont  Hospital  for  Chil- 
dren in  Wilmington,  Delaware.  He  is  the  president  of  the 
Medical  Society  of  Delaware. 


37  percent  went  without  needed  medical  care 
due  to  costs,  and  54  percent  said  they  had  just 
enough  or  not  enough  to  pay  for  basic  living 
expenses. 

The  problem  is  not  easily  corrected  and  for 
those  in  medicine  it  presents  several  significant 
barriers  to  patient  care.  A resident  on  my 
service  recently  complained  about  how  some 
patients  and  their  families  have  poor  compli- 
ance in  taking  medicines  and  making  it  to 
clinic.  He  had  missed  the  fact  that  income  was 
a real  problem  for  them.  What  a dilemma  for  a 
parent,  to  choose  to  medicate  or  feed  your  child. 
Some  families  have  no  money  to  take  the  bus 
until  the  end  of  the  month.  Some  families  can 
only  come  after  hours  because  someone  needs  to 
stay  home  with  the  other  children.  They  show 
up  in  emergency  rooms  and  lose  out  on  the 
benefits  of  having  a primary  care  physician. 
Patients  and  families  stretch  out  q.i.d.  medica- 
tion doses  to  b.i.d.  While  they  may  have  Medic- 
aid to  cover  a lab  test,  they  lack  funds  to  make 
it  to  the  lab.  Some  of  them  totally  forgo  their 
own  health  to  spend  what  they  can  on  their 
children.  The  physicians  of  Delaware  have 
provided  a safety  net  in  the  form  of  free  clinics. 

Charity  has  always  played  a role  in  the  care 
of  patients.  The  oaths  we  took  as  physicians 
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attest  to  our  willingness  to  care  for  those  who 
cannot  pay  us.  Physicians  have  followed  pa- 
tients for  years  receiving  only  a pittance  or  no 
payment  at  all.  A doctor  would  charge  what  he 
thought  the  patient  could  afford.  When  the 
government  began  to  pay  for  care  of  the  poor,  the 
rules  changed.  The  reimbursement  was  reason- 
able and  with  the  physician  receiving  a higher 
fee  schedule  from  his  private  pay  patients,  the 
poor  received  the  care  they  needed.  Recently, 
the  insurance  payers  have  pegged  their  pay- 
ment to  Medicare  relative  value  payments.  The 
result  of  that  being  we  see  all  patients  at  the 
same  discounted  price.  Most  recently,  the  gov- 
ernment has  sought  to  balance  the  budget  by 
holding  down  payment  for  Medicare  cases.  The 
fact  of  the  matter  is  that  when  physicians  give 
charity  now,  it  comes  from  their  reserve  time 
and  at  the  loss  of  income.  The  gift  of  a doctor’s 
time  and  talent  comes  at  a higher  price  than 
ever  before. 

Fortunately  for  the  citizens  of  Delaware, 
there  are  many  physicians  who  still  care  and 
reach  out  to  those  who  so  desperately  need  care. 
In  spite  of  working  longer  hours  for  less  pay  and 
higher  overhead,  the  tradition  of  free  care  is  still 
alive  and  well.  In  the  December  issue  of  this 


journal,  I counted  over  400  physicians  who  are 
involved  in  charitable  activities  and  providing 
free  care  to  our  state  citizens  and  those  of  the 
world. 

Filling  this  void  in  care  is  critical,  and  I am 
glad  so  many  of  my  colleagues  are  stepping 
forward.  But  unless  society  steps  forward  to 
remedy  this  shameful  situation  of  the  increas- 
ingly uninsured  by  challenging  our  current 
insurance  structure,  the  chasm  between  the 
have  and  have  nots  will  widen.  There  will  be 
more  and  more  patients  who  will  need  free  care. 
As  we  move  through  the  primaries  and  elec- 
tions, we  need  to  keep  pressure  on  the  poHticians 
to  help  this  invisible  segment  of  our  population. 
Physicians  desire  and  can  afford  to  be  a safety 
valve,  but  not  the  solution.  Our  free  care  is  not 
enough  — we  need  legislative  commitment. 

“Always  try  to  be  a bit  nicer  than  is  called  for, 
but  don’t  take  too  much  guff.”  — T.B.  Bender 

Michael  A.  Alexander,  M.D. 

President 
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Secretarial  and  medical  assistance  available. 


Please  contact  Omega  Medical  Center/Kinsale  Reality  at 

302-368-9625 


240 


Del  Med  Jrl,  June  2000,  Vol  72  No  6 


EDITORIAL 


When  Knowledge  is  Bad 

Peter  V.  Rocca,  M.D.,  F.A.C.P. 


The  saying  goes,  “knowledge  is  power,”  and 
certainly  this  is  true  if  what  the  individual 
possesses  is  complete  and  accurate  knowledge. 
When,  on  the  other  hand,  such  information  is 
incomplete  or  downright  wrong,  then  the  indi- 
vidual is  either  powerless  or  possibly  even  dan- 
gerous. 

There  is  no  question  that  we  live  in  “the 
information  age .”  Never  before  in  the  history  of 
our  species  have  people  had  such  access  to  all 
kinds  of  information.  First,  there  was  the  printed 
word,  then  radio,  then  television  and  now  the 
internet.  Our  patients  can  very  easily  obtain 
lots  and  lots  of  data  on  a medication,  procedure 
or  disease  from  the  comfort  of  their  own  home; 
all  it  takes  is  a double  click  here,  a remote 
control  button  there  and  presto  — information 
flows  into  the  patient’s  mind  from  a .DOC  file  or 


Peter  V.  Rocca,  M.D.,  F.A.C.P,  is  a rheumatologist  practic- 
ing in  Wilmington,  Delaware.  He  is  an  Associate  Editor  of 
the  Delaware  Medical  Journal. 


a smiling,  amazingly  erudite  Peter  Jennings. 
But  it  doesn’t  end  there.  Upon  leaving  the 
patient’s  home  and  strolling  into  the  nearest 
Happy  Harry’s,  the  patient  turns  in  a prescrip- 
tion to  the  pharmacy.  In  return,  the  patient 
obtains  two  things:  a bottle  of  medicine  and  an 
accompanying  piece  of  paper  that  lists  all  sorts 
of  possible  adverse  reactions  and  drug  interac- 
tions. No  doubt,  the  patient  may  read  the  hand- 
out and  wonder  whether  the  doctor  has  bestowed 
a treatment  or  an  instrument  of  the  devil. 

So,  now  here’s  the  question  — given  the 
information  bombardment  to  which  our  patients 
are  subjected  today,  are  they  better  off  than 
were  their  ancestors  a generation  ago?  I would 
ask  the  reader  to  consider  the  following: 

1)  How  many  times  has  a patient  returned  to  the 
office  without  having  filled  or  taken  a prescrip- 
tion because  of  concerns  for  a possible  adverse 
reaction  that  was  printed  on  the  pharmacy’s 
information  sheet?  Such  information  usually 
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does  not  convey  the  rarity  of  the  adverse  reac- 
tion nor  does  it  take  into  consideration  the  risk 
of  untreated  disease. 

2)  How  many  experimental  or  alternative  ap- 
proaches have  piqued  your  patients’  interest 
when  they  had  yet  to  try  conventional  therapy? 

3)  How  many  requests  have  you  received  by 
patients  about  a new  medication  because  the 
pharmaceutical  company  decided  to  intensify 
its  marketing  strategy  by  directly  going  to  the 
patient  through  television,  magazine,  and  radio 
advertisements? 

4)  How  much  hysteria  has  been  generated  by  a 
news  source  reporting  the  results  of  one  medical 
study  (dramatically  introduced  as  a “medical 
breakthrough”)  impheating  a common  and  here- 
tofore extensively  utilized  treatment  as  being 
potentially  injurious? 

We  physicians  should  be  the  ultimate  advocates 
of  our  patients.  In  accomplishing  this  task,  we 
need  to  be  the  ones  educating  our  patients. 
“Education”  is  always  step  one  of  any  therapeu- 
tic approach.  It  comes  before  the  prescription  is 
handed  to  the  patient  or  before  the  patient  is 
wheeled  into  the  cath  lab,  radiology  suite,  or 
operating  room.  Assuming  that  we  physicians 
are  doing  a proper  job  ofeducating  our  patients, 
what  then  of  the  information  provided  by  the 
“information  age”?  At  best,  it  becomes  superflu- 
ous, but  more  realistically,  it  probably  becomes 
counterproductive  to  effective  patientcare.  When 
I have  to  take  time  to  explain  to  my  patient  with 
fibromyalgia  that  cracking  open  her  skull  is  not 
going  to  help  despite  what  miracles  ABC’s  “20- 
20”  program  has  promised,  it  consumes  valu- 
able time  that  might  be  put  to  better  use,  e.g., 
imparting  useful  information  that  may  indeed 
improve  quality  of  life.  Practically  speaking, 
however,  our  time  as  physicians  is  progressively 
being  constricted  by  bureaucratic  requirements. 
In  order  to  accomplish  the  task  of  effective 
education  of  our  patients,  we  may  need  to  ask  for 
assistance  by  pointing  them  towards  reputable 


sources  of  information,  e.g.,  the  library  of  the 
Delaware  Academy  of  Medicine  or  physician- 
endorsed  lay  organizations  such  as  the  Arthritis 
Foundation. 

While  our  patients  are  more  informed  today 
than  were  their  ancestors  a generation  ago,  I 
don’t  believe  they  are  necessarily  better  in- 
formed. Nonetheless,  the  genie  is  out  of  the 
bottle,  and  it  won’t  be  put  back  anytime  soon. 
Don’t  expect  any  politician,  for  example,  to 
campaign  on  the  platform  that  it  would  be  in  the 
public’s  best  interest  to  take  all  medical  infor- 
mation off  the  internet.  The  public  would  de- 
mand that  stoning  be  reintroduced  as  a form  of 
punishment  expressly  for  that  politician.  Be 
that  as  it  may,  the  primary  responsibility  of 
educating  our  patients  continues  to  lie  with  us 
— as  it  always  has. 
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THE  WAR  IN  KOREA  - INTRODUCTION 


Reflections  on  the  War  in  Korea 
Part  I 

William  H.  Duncan,  M.D. 
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TRANQUILITY  DISTURBED 

Almost  five  years  had  passed  since  the  second 
“war  to  end  all  wars”  had  been  fought  in  the 
twentieth  century.  In  the  prosperity  of  Delaware 
during  this  post  war  period,  the  Saturday,  June 
24, 1950,  front  page  headhnes  of  the  Wilmington 
Morning  News  revealed:  “Acheson  Says  U.S. 
Still  Opposes  Aiding  F ormosa  Defense : Declares 
Truman’s  Jan  5 Statement  of  Nonintervention 
Remains  As  Policy”;  “Lodge  Asserts  Loyalty 
Files  Too  Unfinished:  Says  Data  on  81  Listed  by 
McCarthy  Is  Not  Sufficiently  Complete  to  Settle 
Red  Issue:  University  of  California  Regents  Vote 
to  Fire  157  Who  Declined  to  Sign 
Anti- Communist  Statement”;  and  from  Berlin, 
“Sabotage  Orders  Drafted  For  Reds  in  West 
Germany:  East  Zone  Politburo’s  Action  Is  De- 
cided After  Election  Defeat.”^ 


William  H.  Duncan,  M.D.,  is  a retired  family  physician  and  a 
member  of  the  Medical  Society  of  Delaware.  Dr.  Duncan 
served  in  the  War  in  Korea. 


In  1950  in  Wilmington,  the  community  was 
blessed  by  having  three  independent  newspa- 
pers and  many  families  subscribed  to  both  dai- 
lies. By  evening,  after  listening  to  the  news  on 
the  radio  and  eating  supper,  the  family  might 
spend  the  evening  in  leisure,  the  parents  read- 
ing the  Journal-Every  Evening  and  the  children 
playing  Monopoly  or  some  other  popular  board 
game.  On  the  evening  of  June  24,  1950,  the 
banner  headline  of  the  Journal  noted,  “58  On 
Plane  Lost  Over  Great  Lakes”;  with  other  front 
page  news:  “[French]  Bidault  Overthrown  In 
Test  of  Confidence  Vote  On  Wage  Issues”;  “Law 
Creating  City  Parking  Body  Urged”;  and 
“Truman  Sees  U.S.  Economy  As  Expanding.”  In 
addition,  there  was  a portrait  photograph  of  the 
26-year-old  English  Earl  of  Dalkeith  suggesting 
that  he  was  romantically  linked  to  Princess 
Margaret.  ^ 

The  same  issue  of  the  Journal  carried  edito- 
rials critical  of  a federal  tax  bill  pending  in  the 
congress,  the  sudden  and  unexpected  fall  of  the 
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French  government 
and  one  critical  of  the 
congress  for  propos- 
ing a 70 -Group  Air 
Force.  In  sports,  the 
Wilmington  Blue 
Rocks  were  looking 
for  their  seventh 
straight  win  and 
were  in  first  place  in 
the  Inter-State 
League.  The  world 
champions  of  the 
Negro-American 
League,  the  Balti- 
more Elite  Giants, 
were  scheduled  to 
play  the  Philadelphia  Stars  at  Wilmington  Park 
that  evening.  The  Philadelphia  Phillies  were  in 
second  place  in  the  National  League,  a game  and 
a half  behind  the  Brooklyn  Dodgers.  The  Phila- 
delphia Athletics  in  the  American  League  were 
in  last  place,  19  and  a half  games  behind  De- 
troit. In  this  newspaper  there  were  many  stories 
of  the  neighboring  towns,  south  New  Jersey  and 
the  Delmarva  Peninsula.  An  article  of  special 
interest  to  physicians  in  the  area  was  the  laying 
of  the  cornerstone  of  the  Salem  County  Memo- 
rial Hospital.  The  feature  films  playing  in  down- 
town Wilmington  were  Annie  Get  Your  Gun, 
Colt  45,  and  The  Gunfighter.  There  were  many 
interesting  advertisements  about  houses  for  sale 
in  new  suburban  communities  such  as  F airfax, 
Collins  Park,  McDaniel  Crest  and  Vilone  Vil- 
lage. ^ 

By  the  next 
morning,  however, 
events  were  unfold- 
ing that  would  for- 
ever change  the  face 
and  political  make- 
up of  the  world.  As 
was  the  case  in 
World  War  II,  bold, 
determined  and  vi- 
sionary leaders 
would  emerge,  but 
also  as  in  the  case  of 
World  War  II,  ordi- 
nary American  men 
and  women  would  be 


the  primary  instru- 
ments  of  these 
changes.  A new 
player  would  appear 
on  stage  to  face  its 
first  major  chal- 
lenge to  worldpeace, 
the  United  Nations. 

The  breaking  of 
the  tranquillity  in 
Wilmington  was  ini- 
tially unhurried.  In 
the  third  local  news- 
paper  above  the 
header  of  The  Sun- 
day Star,  June  25, 
1950,  was  the  head- 
line, “North  Korean  Red  Govt  Declares  War  on 
South.”  The  banner  headline  for  the  primary 
article  reported,  “Abandon  Hope  for  58  Persons 
in  Missing  Airliner;  Discontinue  Lake  Search.” 
But  these  two  articles  were  also  on  the  front 
page: 

Communists  Invade  United  States  Zone 

Seoul,  Korea,  Sunday,  June  25.  (U.  P.)  - Forces 
of  Communist  North  Korea  launched  a series  of 
attacks  into  the  American-sponsored  South  Ko- 
rean Repubhc  today  and  the  Northern  Pyongyang 
radio  said  that  war  had  been  declared  formally 
effective  at  11  a.m.  (9  p.m.  EDT  Saturday). 

The  Moscow-supported  North  Korean  forces 
attacked  in  heavy  rain  after  mortar  and  artil- 
lery bombardments  which  started  at  4 a.m.  (2 
p.m.  EDT  Saturday),  reports  to  Korean  army 

headquarters  said. 

Shortly  after 
noon,  the  commu- 
nist Pyongyang  ra- 
dio said  the  North 
Korean  government 
had  formally  de- 
clared war  on  this 
southern  republic. 
The  text  of  the  Dec- 
laration was  in  Ko- 
rean. 

Kaesong,  which 
the  North  Koreans 
were  reported  to 


1954  - Korea.  Typical  rural  village  on  market  day.  Soldiers  and 
National  Policemen  were  always  present  in  such  villages. 


1954  - Korea.  Typical  rural  village  on  market  day. 
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have  taken,  lies  on  one  of  the 
best  roads  in  the  country. 

Military  authorities  said 
that  if  the  North  Korean  at- 
tacks proved  to  be  intended  as 
a major  operation,  they  prob- 
ably could  be  stopped  along 
the  Imjin  River  a little  below 
the  border.  A single  railroad 
bridge  across  the  river  may 
be  used  for  vehicles.  Normally 
hand-powered  ferries  are 
used. 

It  was  noted  that  there 
was  no  attack  reported  on 
Chosungni,  which  hes  directly 
north  of  Seoul  and  is  a tradi- 
tional invasion  route  toward 
this  capital. 


U.S.  Blames  Russia  For 
Korean  War 

Washington,  June  24,  (U.P.)- 
State  Department  officials 
said  tonight  that  the  United  States  will  hold 
Russia  responsible  for  the  Communist  North 
Korean  attack  against  the  independent  South 
Korean  Republic,  which  this  country  and  the 
United  Nations  brought  into  being  and  have 
supported. 

But  there  was  no  indication  that  the  United 
States  intends  to  take  direct  military  action  on 
its  own  in  defense  of  South  Korea. 

North  Korea  is  a 
nominally  indepen- 
dent “People’s  Re- 
public” backed  by 
Russia.  While  offi- 
cials did  not  say  so 
for  quotations,  there 
was  a general  feel- 
ing that  if  the  North 
Koreans  have  Rus- 
sian support  from 
Manchuria  and  else- 
where, they  could 
overrun  the  south 
with  comparative 


1954  - Korea.  Classical  dress  of  village  elder, 
referred  to  by  U.S.  troops  as  "papa-san." 


1954  - Korea.  Korean  civilian  carrying  on  an  A-frame  fuel  gathered 
from  the  mountain  sides.  Note  that  he  is  walking  down  a major  road 
in  the  area  that  bisected  a major  military  installation. 


forces  to  within  100  miles  of 
the  American  flank  in  Ja- 
pan and  raise  grave  new 
problems  in  connection  with 
the  precarious  western  po- 
sition in  Asia. 

The  Korean  Embassy 
said  that  North  Korea’s  dec- 
laration of  war  is  “probably 
the  next  step  of  Soviet  Rus- 
sia to  dominate  Korea,  Ja- 
pan and  probably  the  whole 
Far  East." 

Gen.  Omar  N.  Bradley, 
chairman  of  the  U.S.  Joint 
Chief  of  Staffs,  told  the 
United  Press  that  only 
about  200  to  300  American 
officers  and  men  remain  in 
South  Korea  as  a military 
mission  that  has  been  train- 
ing the  Koreans.  Bradley 
and  Defense  Secretary  Louis 
Johnson  returned  only  to- 
day from  the  Far  East.  The  Korean  situation 
undoubtedly  figured  in  their  talks  with  Gen. 
Douglas  MacArthur  in  Tokyo.  ^ 

The  War  in  Korea  was  underway.  Technically  it 
is  still  underway.  Only  a truce,  an  armistice,  an 
agreement  to  a military  cease  fire  was  signed  at 
Panmunjom  on  July  27, 1953.  The  war  lasted  37 
months,  the  truce  talks  to  arrive  at  the  cease 

fire  took  25  months. 


THE  SCENE 

The  chronology  of 
the  war  in  an  essay 
such  as  this  cannot 
do  justice  to  the  sac- 
rifices of  the  veter- 
ans of  this  conflict. 
The  intense  fighting, 
the  harsh  weather, 
both  summer  and 
winter,  the  political 
climate  which 
sought  to  prevent 
World  War  III  by 


ease. 

That  would 
bring  Communist 
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compromising  on  a limited  objectives  war,  and 
many  other  military,  political  and  psychological 
studies  have  created  volumes  for  detailed  study 
of  all  aspects  of  this  war.  Here,  we  honor  the 
outstanding  participation  of  the  military  ser- 
vices medical  departments  and  the  outstanding 
contributions  of  its  members  to  the  welfare  of 
the  American  and  United  Nations'  service  men 
and  women  during  this  conflict,  recognizing 
particularly  the  contributions  of  Delaware  phy- 
sicians. 

Today’s  reader  will  not  be  surprised  by  the 
fact  that  history  clearly  shows  the  propensity  of 
the  United  States  to  demobilize  rapidly  after 
every  major  conflict 
and  to  be  unprepared 
for  the  next.  This  was 
true  in  1950.  The 
military  services 
were  under  strength, 
inadequately 
trained,  under 
equipped  and  had 
become  “soft”  in  oc- 
cupation duties. 

There  was  no  imme- 
diately responsive 
military-industrial 
base.  The  Army  was 
a conscript  Army 
and  draft  calls  con- 
tinued to  meet  the  demands  of  the  world-wide 
commitment  of  U.S.  military  obligations.  Phy- 
sicians in  particular  were  singled  out;  there  was 
a “Doctors  Draft.” 

At  4 a.m.  June  25,  1950,  [the  reader  must 
keep  in  mind  the  International  Date  Line,  it  is 
a day  earlier,  June  24th  in  the  United  States] 
the  North  Korean  Army,  supported  by  heavy 
artillery,  mortars,  Russian  T 34  tanks  and 
Russian  built  aircraft,  invaded  South  Korea. 
They  crossed  the  artificial  boundary  between 
North  and  South  Korea,  the  38th  Parallel.  The 
selection  of  the  38th  Parallel  as  a line  of  demar- 
cation was  a field  expedient  to  permit  the  rapid 
surrender  of  J apanese  forces  in  Korea  at  the  end 
of  World  War  II.  Japanese  troops  above  the  38th 
surrendered  to  Russian  forces  and  those  below  to 
U.S.  forces.  No  one  in  the  western  world  envi- 
sioned two  distinct  and  separate  countries  with 


such  diverse  and  opposite  political  agendas.  As 
early  as  1943,  the  “Cairo  Declaration”  pledged  a 
free  and  independent  Korea.  However,  almost 
immediately  after  North  Korea  was  occupied  by 
the  Soviets,  military  posts,  road  blocks  and  the 
prevention  of  all  traffic  across  the  38th  Parallel 
was  implemented.^ 

The  Russians  undertook  not  only  the  devel- 
opment of  a rigid  communist  government  in 
North  Korea,  but  organized,  trained  and 
equipped  an  offensive-minded  North  Korean 
Army.  The  United  States,  responsible  for  the 
repatriation  of  South  Korea,  developed  prima- 
rily a constabulary  force,  a military-type  police 

force  with  little  or 
no  artillery  or  mor- 
tars, and  no  aircraft 
and  tanks.  The  U.S. 
Army’s  Korean  Mih- 
tary  Assistance* 
Group  (KMAG)  at  no 
time  exceeded  500 
officers  and  men. 
KMAG  was  respon- 
sible for  training 
this  constabulary 
force,  primarily  to 
address  North  Ko- 
rean sponsored  bor- 
der raids,  guerrilla 
action,  sabotage, 
propaganda  and  efforts  at  economic  strangula- 
tion. The  total  strength  of  each  of  the  South  and 
North  Korean  Armies  was  100,000.  ® 

In  spite  of  heroic  effort,  the  South  Korean 
Army  fell  back  under  the  onslaught.  The  capi- 
tal, Seoul,  was  in  North  Korean  hands  by  June 
28, 1950.  On  June  25, 1950,  at  the  request  of  the 
United  States,  the  United  Nations  Security 
Council  convened  to  discuss  this  threat  to  world 
peace.  At  this  time,  the  Russian  delegation  (and 
their  veto  power)  was  boycotting  the  Council.  At 
this  session  they  approved  a resolution  calling 
for  a cessation  of  hostilities,  restoration  of  the 
38th  Parallel  boundary,  and  requested  all  UN 
members  to  assist  in  the  execution  of  this  reso- 
lution and  to  refrain  from  giving  assistance  to 
North  Korea.  ’’  This  resolution  was  ignored  by 
North  Korea.  On  his  own  initiative.  General 
Douglas  MacArthur,  Supreme  Commander  of 


1954  - Typical  Korean  farm  family  compound. 
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U.S.  Forces  in  the  Far  East,  began  sending 
supplies  to  South  Korea,  and  his  planners  began 
preliminary  studies  for  the  involvement  of  U.S. 
military  forces  in  Korea.  Formal  approval  for 
American  air  and  sea  forces  to  cover  and  support 
the  South  Korean  Army  came  on  June  27, 1950, 
and  subsequently  on  June  30,  1950,  the  use  of 
ground  forces  was  approved.  ® 

On  June  27th,  the  Republic  of  Korea  Gov- 
ernment had  appealed  to  the  United  Nations  for 
assistance.  The  result  of  this  appeal  was  an- 
other resolution  which  said  in  part,  “...furnish 
such  assistance  to  the  Republic  of  Korea  as  may 
be  necessary  to  repel  the  armed  attack  and 
restore  interna- 
tional peace  and  se- 
curity in  the  area.” 

By  this  resolution 
the  UN  affirmed  the 
decisions  and  actions 
already  taken  in 
Washington  and  by 
MacArthur  in  the 
Far  East.  ® 


FORAY  TO  BATTLE 

The  first  American 
ground  unit  commit- 
ted to  combat  was 
Task  Force  Smith,  a 
composite  unit  of  the 
24th  Infantry  Divi- 
sion. This  was  a small  force  of  only  two  compa- 
nies of  infantry,  one  battery  of  artillery,  two 
platoons  of  mortars,  a platoon  of  recoilless  rifles, 
and  six  rocket  launcher  teams  — a grand  total 
of  less  than  500  men.  The  mission  of  this  task 
force  was  to  make  contact  with  the  enemy, 
assess  their  strength  and  objectives,  and  begin 
a series  of  delaying  actions  while  the  remainder 
of  the  24th  Division  was  committed  to  the  pen- 
insula. Again  and  again,  this  small  heroic  force 
would  be  overwhelmed  and  forcedback. 

Piecemeal  commitment  of  American  troops 
and  repeated  delaying  actions  led  to  the  estab- 
lishment of  the  “Pusan  Perimeter,”  an  area  in 
southeast  Korea  about  60  by  100  miles  (slightly 
bigger  than  the  State  of  Delaware)  held  by 


American  and  South  Korean  troops  from 
August  5,  1950,  until  September  5,  1950,  when 
an  amphibious  landing  of  American  troops  at 
Inchon  on  the  west  coast  of  Korea  cut-off  the 
North  Korean  invaders,  and  the  first  United 
Nations  offensive  began.  Seoul  was  recaptured 
on  September  26th.  This  offensive  eventually 
led  the  United  Nations  forces  to  the  Yalu  River 
and  the  Manchurian  border  by  October  26, 1950.^^ 

UN  ground,  air  and  naval  forces  were  not 
permitted  to  pursue  or  participate  in  any  hostile 
action  in  the  vicinity  of  the  Yalu  river  or  Man- 
churia. This  provided  a sanctuary  for  the  North 
Korean  Army.  For  a nation  that  belie  ved  in  total 

war  and  uncondi- 
tional surrender, 
this  limitation  of 
military  action  was 
significantly  contro- 
versial at  the  time. 
However,  to  main- 
tain the  UN  coali- 
tion and  support  this 
political  action,  it 
was  felt  necessary 
to  dampen  the  fear 
of  provoking  the  So- 
viet Union  and  Com- 
munist China  to  ex- 
pand the  war  either 
in  this  theater  or 
elsewhere  in  the 
world,  i.e.,  not  to 
incite  World  War  HI. 

The  war  abruptly  changed  during  the  night 
of  November  25-26, 1950,  with  the  intervention 
in  Korea  of  the  Chinese  Communist  Army.  Two- 
hundred  and  fifty  thousand  Chinese  and  150,000 
North  Korean  troops  crossed  the  Yalu  and  began 
a new  offensive  backed  up  by  an  additional 
740,000  troops  remaining  in  Manchuria.  Total 
UN  forces  in  all  of  Korea  at  that  time  numbered 
420,000.  '2 

This  intervention  carried  the  war  back  to 
South  Korea.  Seoul  was  lost  again  in  the  first 
week  of  January  1951.  This  attack  was  stopped 
on  a line  across  Korea  about  50  miles  south  of 
Seoul.  At  this  time  the  communists  were  at  the 
end  of  a long  supply  line  which  was  extremely 
vulnerable  by  air  and  sea  interdiction.  With 


m 


1954  - Korean  rural  women  on  wash  day.  For  UN  troops  who  sent 
out  their  laundry  in  the  field,  this  is  how  it  was  washed  too.  However, 
somehow,  the  military  uniforms  were  heavily  starched  and  ironed 
with  an  iron  filled  with  charcoal. 
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additional  UN  reinforcements,  a counter  offen- 
sive was  undertaken  and  Seoul  was  again  in  the 
hands  of  the  UN  forces  by  March  15,  1951. 
Subsequent  offensive  operations  carried  the  UN 
forces  above  the  38th parallel. 

In  April  of  1951,  North  Korean  and  Chinese 
Communist  Forces  launched  a spring  offensive 
driving  UN  forces  south  about  40  miles  to  a line 
about  20  miles  north  of  Seoul.  Seven-hundred 
and  forty  thousand  communist  forces  were  in- 
volved in  this  attack  with  500,000  training  in 
Manchuria.  Total  UN  forces  in  Korea  available 
at  this  time  were  slightly  greater  than  500,000. 

The  defensive  strategy  developed  by  the  UN 
forces  to  counter 
these  overwhelming 
numbers  of  enemy 
troops  permitted  the 
communists  to  ad- 
vance against  strong 
resistance  as  UN 
forces  methodically 
held  the  dominating 
terrain  while  others 
withdrew  in  a pre- 
arranged aggressive 
defense  in  depth. 

These  actions  cre- 
ated heavy  casual- 
ties on  the  enemy  by 
both  direct  contact 
and  canalizing  the  attacking  forces  into  specific 
zones  where  air  and  artillery  power  were  brought 
to  bear.  This  war  of  attrition  showed  that,  by 
February  2,  1952,  communist  casualties  num- 
bered 1,635,000  against  American  casualties  of 
106,298.^^  In  addition,  many  thousands  of  Chi- 
nese and  North  Korean  troops  were  prisoners  of 
war. 

These  heavy  casualties,  and  the  reality  that 
UN  forces  could  not  possibly  be  driven  from  the 
Korean  peninsula,  appeared  to  prompt  Jacob  A. 
Malik,  the  Soviet  representative  who  had  now 
returned  to  the  Security  Council  of  the  United 
Nations,  to  propose  a cease  fire.  Military  field 
liaison  officers  met  for  the  first  time  on  July  8, 
1951.  Ceasefire  talks  were  held  over  a period 
of  25  months  leading  to  the  signing  of  a military 
truce  on  July  27,  1953. 

Volumes  have  been  written  discussing  the 
reasons  behind  the  25  months  of  on-again  and 


off-  again  talks  to  eventually  arrive  at  a military 
truce.  The  negotiations  at  every  level  were  toil- 
some. Hours,  if  not  days,  were  required  to  deter- 
mine such  simple  items  as  seating  and  the 
organization  of  an  agenda.  Weeks  and  months 
were  needed  for  the  complex  issues  of  the  deter- 
mination of  the  hne  of  demarcation  and  the  most 
perplexing  of  all,  the  non-repatriation  of 
prisoners-of-war  not  wishing  to  return  home, 
the  latter  being  the  major  stumbling  block. 

During  these  25  months,  significant  combat 
action  continued  to  take  place.  This  combat  was 
no  less  intense  than  what  had  preceded  it.  This 
combat  was  usually  by  regimental  or  smaller 

units  and  had  lim- 
ited objectives  — to 
improve  the  defen- 
sive line,  to  create 
disruption  of  enemy 
attempts  to  build-up 
for  offensive  opera- 
tions, and  as  lever- 
age at  the  bargain- 
ing table,  especially 
in  anticip  ation  of  the 
truce  determining  a 
ten  mile  wide  demih- 
tarized  zone  along 
the  demarcation 
hne. 

Beyond  the  scope 
of  this  paper,  the  War  in  Korea  was  precedent 
setting  in  many  ways,  politically  as  well  as 
militarily.  Several  aspects  of  the  “new  world 
order”  created  during  this  period  are  presented 
here  to  stimulate  the  reader  for  further  reflec- 
tion on  the  events  of  50  years  ago  and  their 
recognized  impact  on  United  States  policy  to- 
day. In  no  order  of  precedence,  consider  that  the 
previous  requirement  of  unconditional  surren- 
der on  the  part  of  the  enemy  was  modified  to 
limited  political  objectives,  both  nationally  and 
internationally.  The  most  prevalent  even  today 
is  to  fight  wars  with  few  or  no  casualties. 
American  POWs  were  subjected  to  political  in- 
doctrination, “brain  washing,”  by  their  captors 
in  an  often  brutal  and  unrelenting  effort  to 
promote  communism.  In  addition,  this  conflict 
was  the  first  in  which  significant  numbers  of 
American  POWs  collaborated  with  the  enemy, 
and  the  first  in  which  21  American  soldiers 


1 954  - One  of  the  ancient  entry  gates  into  the  old  walled  city  of  Seoul. 
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refused  repatriation  at  the  end  of  the  war  and 
elected  to  remain  with  their  captors.  The  enemy 
planted  both  North  Korean  and  Chinese  politi- 
cal officers  in  the  front  line.  The  purpose  of 
these  plants  was  to  infiltrate  thePOW  camps,  by 
being  captured, and  then  to  create  massive  un- 
rest inside  the  encampment.  Claims  by  the 
enemy  of  utilization  by  the  United  States  of 
germ/biological  warfare  to  cover-up  severe  epi- 
demics raging  in  North  Korea  created  a propa- 
ganda campaign  that  placed  the  United  States 
in  an  international  political  defensive  position. 
And,  partially  due  do  a lack  of  resources,  the 
military  forces  in  Korea  became  heavily  depen- 
dent upon  labor  and 
logistical  support  as 
well  as  fighting 
troops  from  the  host 
nation. 


MEDICAL 
SERVICES 

The  description  of 
the  effects  and  re- 
sults of  the  overall 
provision  of  medical 
care  during  the  War 
in  Korea  is  also  be- 
yond the  scope  of  this 
paper.  However,  a positive  though  narrow 
glimpse  of  these  efforts  is  appropriate.  Through 
the  photographs  of  this  essay,  and,  yes,  the 
portrayal  of  the  MASH  environment  in  the  TV 
series,  the  reader  can  appreciate  just  how  primi- 
tive hospital  conditions  were  when  compared  to 
the  facilities  most  of  the  readers  are  familiar 
with.  Yet,  the  results  of  the  care  rendered  to  the 
wounded,  injured  and  ill  servicemen  were  out- 
standing, as  was  the  survival  rate. 

“Of  all  the  numbers  of  battle  deaths,  only 
the  Surgeon  General’s  counts  of  the  died  of 
wounds  can  be  related  to  wounded  admissions  to 
medical  treatment  facilities.  Among  the  77,788 
wounded  admitted  to  medical  treatment  facili- 
ties in  Korea,  1,957  died  of  wounds,  represent- 
ing a case  fatality  rate  of  2.5  percent.  This  rate 
is  markedly  lower  than  the  4,5  percent  recorded 
for  all  of  World  War  II.” 


1954  - Korea.  Going  Home 


War  is  a young  man’s  business.  Of  all  the 
battle  deaths  recorded,  killed  in  action  (KIA) 
and  died  of  wounds  (DOW),  90  percent  were  men 
under  the  age  of  30. 

During  the  period,  there  were  10,220  non- 
battle deaths  of  which  2,410  were  due  to  disease 
and  7,810  to  non-battle  injury.  Most  of  the 
disease  deaths  were  due  to  acute  poliomyelitis, 
infectious  encephalitis  and  epidemic  hemor- 
rhagic fever.  The  remainder  of  the  “medical 
deaths”  were  disease  entities  similar  to  the 
civilian  population:  cancer,  cardiovascular,  and 
the  like.  The  injury  deaths  resulted  from  ve- 
hicular accidents,  drownings,  homicides,  sui- 
cides, burns  and  poi- 
soning. 

In  addition  to 
military  forces  from 
the  United  States 
and  the  Republic  of 
South  Korea,  the  fol- 
lowing nations  also 
contributed:  Aus- 
tralia, Belgium, 
Canada,  Columbia, 
Denmark,  Ethiopia, 
France,  Greece,  In- 
dia, Luxembourg, 
the  Netherlands, 
New  Zealand,  Nor- 
way, the  Philip- 
pines, South  Africa,  Sweden,  Thailand,  Turkey 
and  the  United  Kingdom. 


DELAWARE  PHYSICIANS 

It  appears  that  33  Delaware  physicians  served 
on  active  military  duty  during  the  period  of  the 
War  in  Korea,  June  25,  1950,  to  June  30,  1954. 
Of  this  number,  about  a third,  eleven,  partici- 
pated in  the  conflict  in  Korea.  Only  one  served  in 
a combat  unit  in  Europe.  The  remainder  served 
commendably  in  “backfill”  positions.  Namely, 
they  were  placed  in  positions  of  responsibility  in 
stateside  medical  facilities  to  replace  those  ac- 
tive duty  physicians  who  had  been  sent  overseas 
in  the  face  of  the  wartime  emergency.  The 
world-wide  commitment  of  American  military 
forces  increased  with  the  commencement  of 
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these  hostilities  and  the  need  to  provide  medical 
care  not  only  to  the  active  duty  forces,  but  to 
their  dependents  and  to  military  retirees  like- 
wise increased.  By  breakdown  of  the  services,  16 
served  in  the  Army,  12  in  the  Navy  and  five  in 
the  Air  Force.  Of  these  33  physicians,  13  were 
students  of  the  Navy  V - 12  program  and  ten  were 
students  in  the  Army  ASTP  program  during 
WWII.  Eleven  saw  active  military  duty  other 
than  as  students.  The  first  Delaware  physician 
to  arrive  in  the  Korean  War  Zone  was  Charles 


Minor  on  the  hospital  ship  USS  Repose,  in 
October  1950.  The  first  to  arrive  in  the  Army 
Medical  Corps  was  Joseph  L.  Ackerman,  in 
November  1952.  The  youngest  of  the  group 
reporting  for  active  duty  was  WiUiam  H.  Duncan 
at  age  22.  The  oldest  was  Caleb  H.  Smith  at  age  45. 

Delaware  physicians,  in  the  highest  tradi- 
tion of  the  profession,  contributed  to  the  War  in 
Korea  in  selfless  and  often  heroic  service.  They 
were  called.  They  served.  They  did  their  duty. 
Following  are  their  stories. 


Key  to  Abbreviations. 


ACM 

American  Campaign  Medal,  WWII 

ECB 

Engineer  Combat  Battalion 

ADSF 

American  Defense  Service  Medal 

EFMB 

Expert  Field  Medical  Badge 

AFRM 

Armed  Forces  Reserve  Medal 

BB 

Expert  Infantryman  Badge 

AOA 

Alpha  Omega  Alpha,  Medical  Academic  Honor 

B\/IS 

Entered  Military  Service 

Society 

Fel 

Fellowship 

APCM 

Asiatic-Pacific  Campaign  Medal,  WWII 

FSB 

Flight  Surgeon  Badge 

AR 

Army 

GCM 

Good  Conduct  Medal 

ARCAM 

Army  Reserve  Components  Achievement 

Inf 

Infantry 

Medal 

Int 

Intern 

ARCOTR 

Army  Reserve  Components  Overseas  Training 

KSM 

Korean  Service  Medal 

Ribbon 

Lt 

Lieutenant,  Army  and  Air  Force 

ARCT 

Airborne  Regimental  Combat  Team 

LT 

Lieutenant,  Navy 

ASR 

Army  Service  Ribbon 

LTC 

Lieutenant  Colonel 

ASTP 

Army  Specialized  Training  Program,  WWII 

LTG 

Lieutenant  General 

College  Educational  Program 

MASH 

Mobile  Army  Surgical  Hospital 

AUS 

Army  of  the  United  States 

MC 

Medical  Corps 

Bde 

Brigade 

MFSS 

Medical  Field  Service  School 

Bn 

Battalion 

MG 

Major  General 

BSM 

Bronze  Star  Medal 

NDSM 

National  Defense  Service  Medal 

Capt 

Captain,  Navy 

OLC 

Oak  Leaf  Cluster 

CIB 

Combat  Infantry  Badge 

CM 

Occupation  Medal 

CM 

Commendation  Medal 

ORC 

Organized  Reserve  Corps 

CMB 

Combat  Medical  Badge 

OSR 

Overseas  Service  Ribbon 

Co 

Company 

P 

Parachutist 

CPT 

Captain,  Army  and  Air  Force 

PH 

Purple  Heart 

DACA 

Delaware  Aid  to  Civil  Authority  Medal 

PUC 

Presidential  Unit  Citation 

DCSC 

Delaware  Conspicuous  Service  Cross 

Regt 

Regiment 

DDSM 

Delaware  Distinguish  Service  Medal 

Res 

Resident 

Div 

Division 

SMS 

Separated  from  Military  Service 

DUim 

Delaware  Medal  for  Military  Merit 

Surg 

Surgeon 

CNE 

Director  of  Medical  Education 

UNK 

Unknown 

DMZ 

Demilitarized  Zone 

UNSM 

United  Nations  Service  Medal 

DSM 

Distinguished  Service  Medal 

USAR 

United  States  Army  Reserve 

DUC 

Distinguished  Unit  Citation 

V-12 

U.  S.  Navy  WWII  College  Education  Program 

EAMCM 

European,  African,  Middle-Eastern  Campaign 
Medal,  WWII 

WWIIVM 

World  War  II  Victory  Medal 
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JOSEPH  L.  ACKERMAN 


B-Wilm,  DE,  5-16-22.  Attended  Mount  St  Mary’s  College,  Emmitsburg,  MD. 
MD,  George  Washington  University,  1948.  Int:  Del  Hosp,  48-49.  Res: 
Pediatrics,  Childrens  Hospital,  Wash,  DC,  49.  Radiology,  Hosp  Univ  of  Penn, 
54-55;  Del  Hosp,  55-57,  included  training  in  Nuclear  Med,  Columbia  Univ. 
EMS:  7-52,  1st  Lt,  Medical  Officer,  U.S.  Army.  Preventive.  Medicine  Officer, 
3rd  Inf  Div,  Korea  and  Fort  Bragg,  A/C.  BSM,  KSM,  UNSM,  NDSM,  ACM, 
WWIIVM.  1st  Lt.  SMS:  9-5-54.  General  Practice  and  Industrial  Medicine, 
duPont  Co  Aiken,  SC,  1950  to  1952.  Radiology.  Atlantic  City  Hosp,  1954-1960. 
Palm  Beach  Gardens  Hosp,  Jackson  Mem  Hosp;  Pvt  Pract,  West  Palm 
Beach  and  North  Palm  Beach,  FL,  1960  to  1983.  D-Palm  Beach,  FL,  9-22-83. 

Joseph  Ackerman’s  military  career  began  with  his  enlist- 
ment in  the  U.S.  Navy  Reserve  on  May  15,  1942.  At  that 
time,  he  was  a premed  student  at  Mount  Saint  Mary’s 
College,  Emmitsburg,  Maryland.  After  his  enlistment,  he 
remained  at  St.  Mary’s  in  the  Navy  V-12  educational  pro- 
gram. Between  semesters  and  in  the  summer  of  1944  he 
served  as  a corpsman  at  the  Bethesda  Naval  Hospital 
awaiting  his  entrance  to  the  George  Washington  School  of 
Medicine,  Washington,  D.C.,  also  as  part  of  the  V-12  pro- 
gram. The  end  of  WWII  found  him  in  this  same  student 
assignment.  He  was  honorably  discharged  from  the  Navy  on 
March  11,  1946.  His  Navy  V-12  student  service,  however, 
created  an  as  yet  unfulfilled  military  service  obligation. 

As  was  true  of  500  other  WWII  V-12  obligators  in  1950, 
after  his  first  year  of  residency.  Doctor  Ackerman  volun- 
teered for  active  duty  with  the  Navy  and  was  assigned  to  the 
United  States  Army . He  was  not  called  to  active  duty  until 
1952  and  first  attended  the  basic  medical  officer’s  course  at 
the  Army  Medical  Field  Service  School,  Fort  Sam  Houston, 
Texas.  His  next  assignment,  in  November  1952,  was  to 
Korea.  He  was  assigned  to  the  3rd  Infantry  Division  as  the 
Division  Preventive  Medicine  Officer.  This  was  a key  assign- 
ment as  the  troops  in  Korea  were  plagued  with  an  almost 
always  fatal  disease,  Hemhorr agio  Fever  [much  later,  after 
the  war,  identified  as  the  Korean  Hantavirus].  Thorough 
epidemiological  studies  were  undertaken  after  each  case. 
These  studies  were  only  the  beginning  of  an  effort  that 
finally  determined  the  vector  and  the  organism.  In  addition, 
tuberculosis  was  a never-ending  threat  to  the  troops  in 
Korea  as  well  as  the  wide  variety  of  sexually  transmitted 
diseases  including  some  of  the  early  drug  resistant  strains. 
For  his  dedicated  and  meritorious  service  in  mihtary  opera- 
tions against  an  armed  enemy,  he  was  awarded  the  Bronze 
Star  Medal. 

After  16  months  of  service  in  Korea,  1st  Lt  Ackerman 
returned  to  the  United  States  and  completed  his  service 
obligation  at  Fort  Bragg,  North  Carolina,  as  that  Post’s 
Preventive  Medicine  Officer.  He  was  honorably  discharged 


1942  - Joseph  L.  Ackerman,  Apprentice  Sea- 
man, U.S.  Navy  V-12  Program,  George  Wash- 
ington University  School  of  Medicine. 


1952  - 1st  Lt  Joseph  L.  Ackerman,  Preventive 
Medicine  Officer,  3rd  Inf  Div.  An  important 
assignment  because  of  the  prevalence  of  hem- 
orrhagic fever  and  tuberculosis. 
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on  September  5, 1954.  He  completed  a radiology 
residency  and  practiced  at  the  Atlantic  City 
Hospital  for  five  and  one  half  years  before  mov- 


ing to  Florida  to  practice  in  the  Palm  Beach  area 
until  his  untimely  death  of  a heart  attack  while 
playing  racquet  ball  on  September  22,  1983. 


ALFRED  E.  BACON,  JR. 


B-Wildwood,  NJ.  7-4-25.  BS,  Yale  Univ,  1947.  MD,  Yale  Unlv  Sch  of  Med,  1949.  Int:  Del  Hasp,  49-50;  Res:  Int  Med,  Grad  Sch 
of  Med,  Unlv  of  Penn,  52-55.  EMS:  10-31-50,  LTQg),  Medical  Officer.  U.S.Army,  10-50  to  2-51.  Medical  Officer/Battalion  Surgeon 
(assigned  USMC)  U.S.  Navy,  2-51  to  10-52.  ACM,  WWIIVM,  NDSM.  LT.  SMS:  10-30-52.  Internal  Medicine  Practice,  Wilm,  DE, 
1955-1988.  D-1-4-96. 


During  WWH,  A1  Bacon  was  a student  in  the 
Navy’s  V- 12  program,  first  as  an  undergraduate 
at  Yale  and  later  as  a medical  student  at  the 
New  York  Medical  College.  In  his  junior  year,  he 
transferred  to  Yale  Medical  School  from  which 
he  graduated  in  1949.  The  Navy  V- 12  programs 
lasted  the  duration  of  the  war  and  those  who 
were  still  participat- 
ing were  discharged 
from  the  Navy  but 
only  transitioned 
from  student  status 
to  student  status 
without  “missing  a 
beat.”  The  Army,  on 
the  other  hand,  had 
for  the  most  part  dis- 
continued their  simi- 
lar ASTP  programs. 

Because  the  govern- 
ment had  paid  all  the 
schooling  expenses 
for  the  V-12  stu- 
dents, the  students 
held  reserve  com- 
missions and  had  an  active  duty  military  obliga- 
tion that  was  called  for  after  the  out  break  of  the 
War  in  Korea.  Five  hundred  Navy  V-12  obHgators 
were  “loaned”  to  the  Army,  among  them  LT(jg) 
A1  Bacon. 

In  his  naval  uniform,  LT(jg)  Bacon  attended 
the  Army  Medical  Field  Service  School,  Fort 
Sam  Houston,  Texas.  After  just  four  days  of 
indoctrination,  those  students  who  had  no  chil- 
dren found  their  way  to  Korea;  the  others  re- 
mained in  school.  A1  Bacon’s  first  daughter  was 
just  six  weeks  old.  He  completed  the  course  and 


was  assigned  to  a stateside  Army  unit,  but 
within  four  months  was  returned  to  the  Navy. 

In  reviewing  the  “big  picture”  of  the  Korean 
War,  it  must  be  remembered  that  the  highest 
levels  of  the  non-Communist  governments 
thought  the  Korean  action  might  be  but  a feint 
by  Russia  to  commit  U.S.  forces  to  Korea  and 

then  to  attack  ei- 
ther, or  both.  West- 
ern Europe  or  Japan 
as  part  of  their  world 
domination  strat- 
egy. Therefore,  A1 
Bacon  and  others, 
were  sent  to  combat 
units  not  assigned  to 
Korea  to  build  up  a 
substantial  ready 
reserve  force  for  com- 
mitment anywhere 
in  the  world. 

After  only  one 
month  of  duty  at  the 
Philadelphia  Naval 
Hospital,  where  he 
noted  the  quality  of  medicine  practiced  there  to 
be  on  a par  with  any  academic  center.  Lieuten- 
ant Bacon  was  assigned  to  the  United  States 
Marine  Corps  as  a battalion  surgeon  with  the  2d 
Amphibian  Tractor  Battalion,  Fleet  Marine 
Force,  Atlantic,  Camp  Lejuene,  North  Carolina. 
The  training  of  this  unit,  whose  responsibilities 
were  to  land  USMC  forces  on  hostile  shores,  was 
intense  with  much  time  spent  in  the  field  on 
landing  exercises.  Doctor  Bacon  remained  with 
this  unit  for  the  remainder  of  his  active  duty 
obligation  being  discharged  on  October  30, 1952. 


1952-  Photograph  taken  by  Lieutenant  Alfred  E.  Bacon,  Jr.,  MC,  U.S. 
Navy,  battalion  surgeon  with  the  USMC,  from  the  "fantail"  of  an 
Amphibian  Tractor  during  a landing  exercise  at  Camp  Lejuene,  NC. 
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Upon  discharge  from  the  Navy,  he  accepted 
an  internal  medicine  residency  at  the  Univer- 
sity of  Pennsylvania  and  upon  completion  en- 
tered the  private  practice  of  internal  medicine, 


Wilmington,  Delaware,  later  specializing  in 
cardiology  until  his  retirement  in  1988.  He  died 
January  4,  1996. 


HERBERT  M.  BAGANZ,  JR. 


B-Indianapolis,  IN,  8-7-23.  BS,  Ursinus  Col,  1943.  MD,  Univ  of  Penn,  1947. 
Int:  Phila  Gen  Hosp,  47-48.  Res.  internal  medicine,  Phila  Gen  Hosp,  48-51. 
EMS:  8-51,  1st  Lt,  Air  Force.  Gen  Med  Officer.  Chief  of  Medicine, 
Wright-Patterson  APB  Hosp,  Dayton,  OH.  ACM,  WWIIVM,  NDSM.  CPT. 
SMS:  10-54.  Private  practice  of  internal  medicine,  Wilm,  DE,  1954-1972. 
Sec,  Dept  of  Health  and  Social  Svc,  State  of  DE,  1972- 1 973.  Chief  of  Med, 
VA  Hosp,  Elsmere,  DE,  1973-1974.  Dep  Asst  Chief  Med  Dir  for  Policy  and 
Planning;  Med  Inspector  for  Quality  Assurance;  VA,  1974-1989. 
D-Washington,  DC,  4-19-89. 


While  a medical  student  at  the  University  of  Pennsylvania, 

Herbert  M.  Baganz  was  a member  of  the  ASTP.  By  virtue  of 
this  service,  upon  graduation  in  1947,  he  maintained  a 
military  obligation.  He  was  drafted  in  1951  and  commis- 
sioned a First  Lieutenant  in  the  United  States  Air  Force.  He 
was  assigned  to  the  department  of  medicine  at  the 
Wright-Patterson  Air  Force  Base  hospital,  Ohio,  and  in 
1952  was  made  the  chief  of  the  department.  He  served  his 
entire  active  duty  tour  at  Wright-Patterson. 

On  his  release  fromthe  Air  Force  in  1954,  he  entered  the 
private  practice  of  internal  medicine  in  Wilmington,  Dela- 
ware. In  1972,  he  was  appointed  to  the  Delaware  cabinet 
level  position  of  Secretary  of  Health  and  Social  Services,  by 
Governor  Russell  Peterson.  Subsequently,  in  1973,  he  be- 
came the  chief  of  the  medical  department  at  the  VA  Hospital  in  Elsmere.  He  served  in  that  capacity 
for  one  year  until  appointed  to  the  VA  in  Washington,  D.C.,  as  Deputy  Assistant  Medical  Director 
for  Policy  and  Planning  and  later  as  Medical  Inspector  for  Quality  Assurance  until  his  death.  He 
died  in  Washington,  D.C.,  April  19,  1989. 


1946- Herbert  M.  Baganz,  Jr.,  ASTP,  University 
of  Pennsylvania,  The  Scope,  46-47.  Photo 
courtesy  University  Archives  and  Records 
Center,  University  of  Pennsylvania. 


JOHN  H.  BENGE 


B-Yorklyn,  DE,  10-25-23.  BA,  Haverford  Col,  1945.  MD,  Univ  of  Penn,  1947.  Int:  Del  Hosp,  Wilm,  DE  47-48.  Res.  Pathology 
(1  year).  Medicine  (2  years),  48-51,  Del  Hosp,  Wilm,  DE.  EMS:  7-52.  1st  Lt  Medical  Officer,  Dispensary,  Carlisle  Barracks, 
PA,  8-52  to12-52;  Bn  Surg,  75th  FA  Bn,  12-52  to  3-54;  Dispensary,  Indiantown  Gap  Military  Reservation,  PA,  3-54  to  7-54.  BSM, 
KSM  w/2  campaign  stars,  UNSM,  NDSM.  Capt.  SMS:  7-54.  Family  Practice.  Wilmington,  DE,  1954-1989;  volunteer  and  part 
time  practice  1989  to  present. 


During  World  War  II,  from  January  1944  to 
September  1945,  John  Benge  was  in  the  U.S. 
Navy’s  V-12  program  while  a medical  student 
at  the  University  of  Pennsylvania.  During  this 
period  he  discovered  that  he  would  not  be  com- 


patible with  naval  military  service  as  he  was 
quite  susceptible  to  sea  sickness.  Therefore, 
when  he  volunteered  to  meet  his  mihtary  obhga- 
tion  at  the  time  of  the  war  in  Korea,  he  asked  for, 
and  was  assigned  to  the  U.S.  Army. 
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As  was  true  with  almost  all  of  the  physicians 
called  to  active  duty  without  prior  active  mili- 
tary service,  Army  First  Lieutenant  Benge  was 
sent  to  the  Army  Field  Service  School,  Fort  Sam 
Houston,  Texas,  for  a six  week  orientation  course. 
Upon  completion  of  this  schooling,  his  first  duty 
assignment  was  to  a dispensary  at  the  Army 
War  College,  Carlisle  Barracks,  Pennsylvania. 
After  four  months  at  Carlisle,  he  received  orders 
for  overseas  to  the  Far  East  Command.  His  trip 
to  the  F ar  East  was  typical  for  replacements  at 
the  time,  by  aircraft 
to  Japan,  and  when 
assigned  to  Korea,  by 
troopship  to  Pusan 
and  train  to 
Yongdongpo,  the 
Eighth  Army  re- 
placement depot.  He 
volunteered  for  as- 
signment to  a “four 
point”  unit,  i.e.,  a 
combat  unit  [points 
were  assigned  by  the 
apparent  hazard  of 
the  unit  and  were 
used  to  determine 
rotation  back  to  the 
United  States].  His 
request  was  met  by  assignment  to  the  Regular 
Army’s  75th  Field  Artillery  Battalion,  a unit 
under  the  direct  control  of  Eighth  Army  Head- 
quarters, in  place  in  central  Korea  in  the  IX 
Corps  area.  In  his  travels  to  Korea  he  recalls 
meeting  both  Barrett  Heckler  and  Wally  Moore. 

When  he  joined  the  75th,  they  were  in 
position  just  a few  hundred  yards  behind  the 
main  line  of  resistance  (MLR).  The  battalion 
consisted  of  four  batteries,  a headquarters  and 
service  battery,  and  three  firing  batteries.  The 
battalion  was  unique  in  that  each  firing  battery 
had  a different  weapons  system.  There  was  a 
battery  each  of  105mm  howitzers,  eight  inch 
guns  and  rocket  launchers.  Because  of  their 
closeness  to  the  MLR,  the  battalion  was  fre- 
quently under  enemy  mortar  and  artillery  fire. 
Among  others.  Doctor  Benge  recalls  the  battal- 
ion providing  artillery  support  to  elements  of  the 


2d  Infantry  Division  and  the  187th  Airborne 
Regimental  Combat  Team  and  numerous  Re- 
public of  Korea  (ROK)  units.  The  closest  city  to 
his  position  was  Chorwan. 

In  addition  to  providing  medical  care  for 
wounds,  injuries  and  illness  to  members  of  his 
own  battalion  at  his  aid  station.  Lieutenant 
Benge  was  frequently  called  upon  to  assist  the 
front  line  battalion  surgeons,  both  American 
and  Korean.  It  was  not  unusual  for  him  to  be 
called  to  the  forward  outpost  line  to  treat  mem- 
bers of  his  unit  serv- 
ing in  the  forward 
observation  team. 
Frequently,  as  the 
battahon  surgeon  of 
an  Eighth  Army  ar- 
tillery battalion. 
Doctor  Benge  was 
called  upon  to  be  re- 
sponsible for  the 
medical  care  of 
other  smaller  units 
located  in  the  vicin- 
ity of  his  battalion 
such  as  engineer 
and  ordnance  units. 
A daunting  task  was 
providing  care  to  the 
several  hundred  Korean  Service  Corps  (KSC) 
troops  in  the  area. 

In  the  rotation  of  medical  officers,  regard- 
less of  your  points,  you  were  not  allowed  to  leave 
until  your  replacement  arrived.  This  also  held 
after  hostilities  ceased.  Close  by  Doctor  Benge’s 
unit  was  another  Eighth  Army  artillery  unit 
whose  surgeon  had  accumulated  more  than  suf- 
ficient points  to  rotate  but  for  whom  no  replace- 
ment was  available.  In  view  of  the  end  of  hostili- 
ties, Lieutenant  Benge  volunteered  to  cover  the 
medical  needs  of  this  battalion,  permitting  the 
physician  to  head  home.  During  this  time,  he 
was  promoted  to  Captain. 

During  his  tour  in  Korea  he  had  two  oppor- 
tunities for  an  R & R trip  to  Japan.  He  selected 
a resort  community  some  miles  away  from  To- 
kyo called  Myanishiti.  This  did  not  appear  to  be 
an  overly  popular  selection,  but  for  Doctor  Benge 


1954  - Capt  John  H.  Benge  being  awarded  the  Bronze  Star  Medal  for 
meritorious  service  in  military  operations  against  an  armed  enemy. 


256 


Del  Med  Jrl,  June  2000,  Vol  72  No  6 


The  Role  of  Delaware  Physicians 


it  was  the  ideal  R & R site.  It  was  located  in  the 
restful  countryside,  had  a wonderful  golf  course 
and  the  proprietor  provided  a jeep  for  touring  the 
countryside. 

He  was  awarded  the  Bronze  Star  Medal  for 
meritorious  service  in  connection  with  military 
operations  against  an  armed  enemy.  This  medal 
was  presented  to  him  after  he  had  returned  to 
the  United  States  and  was  assigned  to  the 


dispensary  at  Fort  Indiantown  Gap,  Pennsylva- 
nia. 

Captain  Benge  was  released  from  active 
duty  in  July  1954.  He  returned  to  Wilmington 
and  to  the  practice  of  family  medicine  until  his 
retirement  in  1989,  but  continues  to  volunteer 
his  medical  skills  and  to  do  some  part-time 
private  practice. 


ROBERT  S.  BRENNAN 


B-  Wilmington,  DE,  6-27-24.  BS,  St  Joseph's  Univ,  Phila,  PA,  1945.  MD,  Jefferson  Med  Col,  1949.  Int:  Del  Hosp,  49-50.  Res: 
Del  Hosp,  50-51;  St  Christopher’s  Hosp  for  Children,  51-52.  EMS:  7-1-53.  1st  Lt,  Army,  Gen  Med  Off,  1201st  Area  Service 
Unit,  Fort  Jay,  Governor’s  Island,  NY.  NDSM.  CPT.  SMS:  6-30-55.  Private  practice  of  pediatrics,  Wilm,  DE,  1955-1987. 
Pediatric  practice,  St  Francis  Hospital  Pediatric  Center,  1987-1988.  D -Wilmington,  DE,  4-10-95. 


Very  little  is  known  about  his  active  duty,  but 
shortly  after  completing  his  pediatric  residency 
at  St.  Christopher’s  Hospital  for  Children,  Bob 
Brennan  was  called  to  active  military  duty, 
probably  as  an  ASTP  obligator. 

He  undoubtedly  attended  the  Medical  Field 
Service  School,  Fort  Sam  Houston,  Texas.  He 
was  assigned  to  the  1201st  Area  Service  Unit 
with  his  duty  assignment  to  the  hospital  at  Fort 
Jay,  New  York,  on  Governor’s  Island,  in  New 


York  Harbor.  In  addition  to  his  usual  military 
medical  duties,  he  was  assigned  to  assist  immi- 
gration officials  at  Ellis  Island.  His  entire  active 
duty  tour  was  spent  at  Fort  Jay. 

Upon  discharge  he  returned  to  Wilmington 
and  entered  a solo  private  practice  of  pediatrics 
until  1987,  at  which  time  he  became  one  of  the 
original  pediatricians  to  found  the  St.  Francis 
Hospital  Pediatric  Center,  from  which  he  retire  d in 
1988.  He  died  in  Wilmington,  April  10,  1995. 


THOMAS  R.  BROOKS 


B-Scranton,  PA,  2-23-25.  Attended  Princeton  Univ,  1942-1944.  MD,  Jefferson  Med  Col,  1948.  Int:  Robert  Packer  Hosp,  Sayre, 
PA,  48-49.  Res.  OB-GYN:  Robert  Packer  Hosp,  49-50;  Pennsylvania,  Hosp,  52-55.  EMS:  10-50,  LT(jg),  General  Med  Officer. 
Assigned  U.S.  Army,  Camp  Kilmer,  NJ,  10-50  to  2-51;  troopships  USS  Goethals  and  USS  Sergeant  Jonah  Kelly,  2-51  to  5-52; 
Quonset  Point  Naval  Air  Station,  Rl,  5-52  to  10-52.  ACM,  WWUVM,  NDSM.  LT.  SMS:  10-52.  Private  practice  of  Ob-Gyn,  Phila, 
PA,  55-57;  Wilmington,  DE,  57-89;  Planned  Parenthood  of  Delaware,  89-98.  Retired  1998. 


As  one  of  many  Navy  V-12  medical  students 
released  from  active  duty  in  1946,  Tom  Brooks 
was  recalled  for  the  Korean  War  emergency  in 
October  1950.  Along  with  500  former  V- 12  stu- 
dents, his  initial  assignment  was  to  the  U.S. 
Army,^^  as  a general  medical  officer  at  Camp 
Kilmer,  New  Jersey. 

In  February  1951,  he  was  returned  to  duty 
with  the  Navy  and  was  assigned  to  the  Military 
Sea  Transport  Service  (MSTS).  In  this  role,  he 
was  the  senior  medical  officer,  commander  of 
the  medical  detachment  on  a troopship.  His  first 
assignment  to  MSTS  was  to  the  USS  Goethals 


and  later  to  the  USS  Sergeant  Jonah  Kelly.  This 
duty  took  him  to  ports  in  the  Caribbean,  but 
most  of  the  duty  was  in  the  North  Atlantic. 
Interestingly,  the  crew  of  these  ships  were  civil- 
ian civil  service  with  a very  small  complement 
of  army  and  navy  personnel.  The  home  port  of 
these  ships  was  Brooklyn,  New  York. 

He  was  relieved  of  sea  duty  in  May  1952  and 
was  assigned  for  the  remainder  of  his  active 
duty  tour  to  the  Quonset  Point  Naval  Air  Sta- 
tion, Rhode  Island.  He  was  released  from  active 
duty  in  October  1952. 
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In  reflection,  his  most  vivid  memory  is  an 
outbreak  of  staphylococcus  food  poisoning  on  the 
troopship.  Many  of  the  passengers  and  crew 
were  extremely  ill.  F ortunately  the  ship  was  in 
port  at  San  Juan,  Puerto  Rico.  The  seriously  ill 
were  transferred  to  the  Naval  Hospital  at  San 
Juan.  The  outbreak  was  traced  to  an  open  sore 
on  the  hand  of  the  salad  chef. 

Upon  his  release  from  active  duty,  he  en- 
tered an  obstetrics  and  gynecology  residency  at 
Pennsylvania  Hospital.  After  completion  of  the 
residency  he  practiced  Ob-Gyn  in  Philadelphia 
for  a short  period  before  joining  a group  practice 
headed  by  Junius  A.  Giles,  M.D.,  in  1957.  He 


practiced  with  that  group  until  1989  when  he 
joined  the  staff  of  Planned  Parenthood  of  Dela- 
ware, becoming  the  medical  director  in  1992. 
He  retired  in  1998  and  now  resides  in  New 
Hampshire. 

During  his  time  as  an  Ob-Gyn,  Dr.  Brooks 
experienced  many  advancements  in  the  field  of 
gynecology  including  the  development  of  tech- 
nology for  the  investigation  of  abnormal  Pap 
smears  by  colposcopy.  Dr.  Brooks  finds  this 
development  particularly  exciting,  as  before  this 
modality  was  available,  random  punch  biopsies 
and/or  conization  were  performed  to  evaluate 
suspicious  or  abnormal  smears. 


WILLIAM  H.  DUNCAN 


B-Wilmington,  DE,  2-18-30.  Attended  U of  Del,  1947-48.  BS,  USMA,  1952. 

MD,  Temple  Unlv  Sch  of  Med,  1959.  Int:  Del  Hosp,  1959-60.  EMS:  Cadet  7- 
1-48,  USMA.  2dLt,  Inf,  1952-53,  508th  Airborne  Inf,  ARCT,  FortBenning,  G4 
1st  Lt,  1954-1955,  Co  A,  17th  Inf  Regt,  7th  Div;  I Corps  NCO  Academy.  Capt 
to  Major,  1955-1963,  Hq  Co,  1 1 1th  InfRCT,  PAARNG.  LTC,  Cdr,  116th  MASH, 

DEARNG  MG,  261  stSig  Cmd,  1970-1987.  DSM,  CM,  KSM,  UNSM,  NDSM, 

ASR,  OSR,  ARCOTR  (9  awards),  AFRM  (2  hour  glasses),  EIB,  P.  State  of 
Delaware:  DCSC  (4  awards),  DACA  (3  awards),  DDSM,  DMMM  (6  awards). 

MG.  LTG  (Delaware).  SMS:  7-1-87.  Family  Practice,  1960-1968;  part-time 
DME,  Del  Hosp,  1961-63,  DirofERSvc,  Del  Hosp  1963-68;  Dir  of  Ambulatory 
Svc,  Med  Ctr  of  Del,  1968-1975;  part-time  Famiiy  Practice;  VP  Med  Affairs, 

St  Francis  Hosp  1975-1993;  part-time  Famiiy  Practice. 

Throughout  his  youth,  William  H.  Duncan  made  it  a point 
to  root  for  Navy  each  year  for  the  Army-Navy  football  game. 

This  of  course  was  probably  because  his  father,  a World  War  I 
veteran  and  active  Army  Delaware  National  Guardsman, 
and  his  older  brother  were  avid  Army  fans,  and  he  had  to 
play  out  his  role  as  a younger  brother.  After  his  graduation 
from  P.  S.  duPont  High  School  in  1947,  he  entered  the 
University  of  Delaware  that  September  as  a pre-medical 
student.  However,  economic  factors  precluded  his  being  able 
to  continue  his  studies  there.  Realizing  that  he  really  had  been  an  Army  fan,  he  applied  for  a 
competitive  appointment  to  West  Point  as  the  son  of  a deceased  veteran  of  WWH,  and  was  accepted. 

Following  graduation  from  USMA  in  1952,  he  was  appointed  a Second  Lieutenant,  Infantry  and 
attended  the  usual  military  courses  of  Infantry  Officer  Basic,  Airborne  School  and  Jump  Master 
School  after  which  he  was  assigned  to  the  508th  Infantry  Airborne  Regimental  Combat  Team 
(ARCT),  serving  initially  as  a platoon  leader  in  Company  A and  subsequently,  though  still  a Second 
Lieutenant,  as  the  1st  Battalion  Supply  Officer.  His  most  interesting  activity  during  this  period  was 
to  have  been  selected  as  a member  of  one  of  three  teams  being  trained  to  parachute  into  North  Korea 
to  free  MG  William  F.  Dean  from  a North  Korean  PO W camp . The  operation  was  never  attempted, 
probably  because  even  the  attempt  would  have  worsened  the  conditions  of  all  UN  prisoners  who  were 
already  held  captive  under  the  harshest  of  circumstances.  In  December  1953,  shortly  after 
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1954  - Korea.  Positions  occupied  by  Co.  A,  17th  Inf  Regt,  7th  Div 
overlooking  the  DMZ. 


being  promoted  to  First  Lieutenant,  he  received 
orders  to  Korea. 

His  orders  designated  him  a priority  pas- 
sage to  be  an  Infantry  Company  Commander. 
He  flew  to  Japan  on 
a propeller  driven 
Constellation  (22 
hours  in  the  air)  and 
by  troopship  to  Ko- 
rea. From  Pusan  he 
traveled  in  a hospi- 
tal train  at  night 
under  black  out  con- 
ditions  north  to 
Yongdongpo  and  was 
assigned  to  the  7th 
Division  Replace- 
ment Company  and 
subsequently  to 
Company  A,  17th  In- 
fantry Regiment. 

Though  the 

Truce  was  about  six  months  old,  the  Division 
was  still  on  a wartime  footing.  On  his  first  day 
in  the  company  he  went  to  the  current  front  line 
and  made  a recon- 
naissance of  Hill 
555,  which  his  pla- 
toon would  soon  be 
occupying.  In  the 
meantime,  however, 
the  platoon  was  re- 
quired to  go  on  pa- 
trol at  night  to  catch 
infiltrators.  North 
Korean  or  Chinese 
soldiers  who  had 
been  bypassed  dur- 
ing the  UN  offensive 
in  1950  and  after,  or 
bandits  stealing 
from  the  UN  for  the 
black  market.  The 

average  temperature  during  this  period  was  20 
below  zero.  The  patrol  usually  consisted  of  Ameri- 
can soldiers.  South  Korean  soldiers.  South  Ko- 
rean National  Policemen  and  Korean  and  Chi- 
nese interpreters.  From  time  to  time  there  would 
be  fire-fights,  and  there  were  casualties. 

In  addition,  there  were  realistic  combat 
exercises  and  lots  of  schooling  in  tank-infantry 


1954  - Korea.  Reinforcement  exercise  to  Chorwon.  1st  Bn,  17th  Inf 
Regt,  7th  Div. 


exercises,  adjusting  mortar  and  artillery  fire, 
laying  mine  fields,  constructing  new  defensive 
bunkers  along  the  Kansas  Line  and  making 
improvements  on  the  outpost  lines.  In  one  in- 
stance on  an  exten- 
sive counter  attack 
exercise  in  very  in- 
accessible moun- 
tainous terrain,  he 
found  the  decom- 
posed body  of  an 
American  soldier. 

There  was  a di- 
version from  all  this 
in  mid-February. 
His  battalion  and 
regiment  were  on 
alert  and  ready  to 
move  with  less  than 
two  hours  notice, 
thereby  basically 
confined  to  camp  and 
unable  to  go  to  a scheduled  USO  show.  Recogniz- 
ing this,  at  reveille  the  next  morning  who  should 
come  driving  by  all  the  companies  with  the 

Regimental  Com- 
mander but  the  star 
of  the  USO  show, 
Marilyn  Monroe! 

Personnel  were 
rotating  in  and  out 
of  the  Regiment  at  a 
high  rate  and  before 
he  knew  it  he  had 
become  one  of  the 
more  experienced 
officers  there . In  that 
role,  after  a severe 
monsoon  rain,  he 
was  instructed  to  in- 
spect all  the  Regi- 
mental positions  on 
the  Kansas  Line. 
One  of  the  major  problems  in  undertaking  this 
task  was  that  the  rains  had  washed  literally 
hundreds  of  mines  into  the  area  on  the  approach 
roads.  Some  booby  trapped  mines  had  exploded, 
leaving  some  good  sized  craters.  On  arrival  at 
the  combat  command  post  area  of  the  Regiment 
to  begin  his  inspection,  20  armed  Koreans  ran 
out  of  the  bunker  and  started  heading  for  the 
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demarcation  zone.  Both  he  and  his  driver  started 
firing  at  the  fleeing  men.  Twelve  threw  down 
their  arms,  raised  their  hands  and  returned  to 
the  bunker  area.  While  the  driver  kept  them 
covered,  Lieutenant 
Duncan  searched 
them  and  placed 
them  in  four  ranks. 

He  placed  them  out 
in  the  open,  some  20 
yards  to  his  front, 
while  he  took  cover 
in  some  rocks  be- 
hind them.  With  his 
M- 1 rifle,  his  driver’s 
rifle  and  his  45  pis- 
tol he  guarded  the 
prisoners  until  the 
driver  returned  with 
the  MPs.  Then  the 
inspection  of  the  po- 
sitions began.  Because  of  the  mountainous  ter- 
rain, it  was  done  on  foot  and  took  a full  eight 
hours  to  accomplish.  This  was  done  alone.  The 
driver  met  him  at  the  eastern  end  of  the  posi- 
tions to  return  to  the 
Regimental  bivouac 
area. 

In  mid-March, 
the  seventh  Division 
replaced  the  25th  Di- 
vision on  line,  and 
shortly  thereafter. 

Lieutenant  Duncan 
received  orders  to  re- 
port to  the  I Corps 
NCO  Academy  in  the 
countryside  north- 
east of  Uijonbo  as  an 
instructor  in  the 
Leadership  and 
Command  Commit- 
tee. Here  he  taught  a myriad  of  military  sub- 
jects, but  at  the  same  time  was  invited  to  teach 
an  English  class  at  the  Kwang  Dong  Middle 
School.  It  was  during  this  time  that  he  began  to 
apply  to  medical  schools.  He  remembers  well 
receiving  a long  overdue  letter  on  Thursday 
May  6,  1953,  from  the  Educational  Testing 
Service  informing  him  of  receipt  of  his  applica- 


tion and  money  for  the  MCATs  and  notifying 
him  they  were  do  be  held  at  the  U.  S.  Embassy 
in  Seoul,  on  Saturday,  May  8, 1953.  So  much  for 
preparation!  The  exam  room  was  interesting  as 

the  proctored  test- 
ing included  appli- 
cants for  law,  den- 
tistry and  graduate 
work  as  well  as 
medicine.  Consider- 
ing the  environment 
of  today’s  MCATs, 
this  test  was  unique 
in  that  many  of  the 
applicants  arrived 
in  full  battle  dress 
from  frontline  posi- 
tions. All  carried 
loaded  weapons  as 
the  “slicky  boys”/ 
bandits/brigands 
were  quite  prevalent  in  the  country  side  as  well 
as  an  occasional  North  Korean  infiltrator.  The 
exam  lasted  most  of  the  day. 

Duty  at  the  NCO  Academy  was  for  the  most 

part  boring  for  the 
staff  but  necessary 
for  the  Army  be- 
cause of  the  youth 
and  lack  of  experi- 
ence of  the  soldiers 
eligible  for  and  be- 
ing promoted  to  the 
noncommissioned 
officer  ranks.  In  the 
early  summer.  Lieu- 
tenant Duncan  was 
assigned  to  the  posi- 
tion of  S-1  for  the 
Academy,  which  in 
essence  was  the 
chief  administra- 
tive officer  for  the  school.  The  duties  of  this 
position  were  daunting  as  they  included  super- 
vision of  the  security  of  the  Academy  and  the 
surrounding  area,  being  responsible  for  all  gov- 
ernment monies  including  pay  and  payment  of 
appropriate  debts,  responsible  for  the  health 
and  welfare  of  the  troops,  supervision  of  the 
officer,  NCO  and  student  clubs,  as  well  as  all 


1954  - Korea.  Moving  the  Big  Stuff  to  the  front. 


1954  - Korea.  38th  Parallel  marker.  I Corps  sector. 
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other  recreation  activities.  Meanwhile,  he  had 
signed  up  for  extension  courses  through  the 
United  States  Armed  Forces  Institute  (USAFI) 
in  Physical  and  Organic  Chemistry  provided  by 
the  University  of 
Ohio.  In  reflection, 
he  indicated  that 
this  duty  at  the  NCO 
Academy  was  per- 
haps his  most  diffi- 
cult assignment, 
though  it  did  not 
seem  so  at  the  time. 

He  pointed  out  that 
the  “end”  of  the  War 
in  Korea  was  not  ac- 
companied by  overt 
riots  and  dissatisfac- 
tion by  the  troops  to 
be  rotated  back  to  the 
United  States  as  was 
true  at  the  end  of 
WWII.  Some  of  this  was  offset  by  the  “end”  being 
only  a military  truce  and  the  combat  troops  were 
kept  combat  ready.  However,  the  recent  inte- 
gration of  the  Army, 
the  mixture  of  com- 
bat veterans  with 
young  immature 
draftees,  adolescent 
release  from  family, 
inexperienced  role 
model  junior  leaders 
both  officer  and  non- 
commissioned  of- 
ficer, inordinate 
temptation  to  all 
imaginable  vices 
along  with  the  pov- 
erty and  expanding 
criminal  element  in 
Korea,  created  an  at- 
mosphere of  unre- 
lenting tension.  In 
his  own  instance,  the  security  of  the  military 
post  for  which  he  was  responsible  had  a main 
road  that  bisected  it  that  under  no  circum- 
stances could  be  closed  either  day  or  night.  No 
civilian  could  be  stopped  for  interrogation  or 
searched  unless  they  provoked  a criminal  or 


overtly  suspicious  incident.  He  was  responsible 
for  patrolling  the  area  in  a manner  similar  to  his 
experience  at  the  Division.  The  incidence  of 
murder,  assault,  arson,  robbery,  petty  thievery, 

extortion,  black 
mail,  and  excessive 
drinking  were  com- 
mon place,  almost 
an  incident  every 
day  in  his  area.  The 
incidents  could  be 
soldiers  with  sol- 
diers, civilians  with 
civilians,  soldiers 
with  civilians  or  ci- 
vilians with  sol- 
diers. To  comphcate 
matters  a little 
more,  the  soldiers 
involved  could  be  of- 
ficer  or  enlisted. 
They  could  be 
American,  Ethiopian,  Belgian,  Dutch  or  Turk- 
ish as  well  as  Korean. 

Weapons  and  ammunition  were  plentiful, 

not  only  in  the  mili- 
tary but  on  the 
black  market.  Many 
weapons  “lost”  in 
combat  were  fre- 
quently found  on 
bandits.  Students 
coming  to  the  Acad- 
emy frequently  car- 
ried weapons  and 
ammunition  in  their 
baggage,  requiring 
a “shake  down”  dur- 
ing their  orientation 
period.  A Thomp- 
son Sub-machine 
gun  was  found  dur- 
ing one  such  inspec- 
tion. Some  units  ap- 
parently sent  their  worst  soldiers  not  their  best 
to  the  Academy.  American  “green  backs”  sent 
from  home  could  be  bought  with  Korean  Wan  or 
the  military  script  for  very  high  exchange  rates. 
Lieutenant  Duncan  was  told  by  a CIC  (Counter 
Intelligence  Corps)  member  that  a planted 


1954  - Korea.  1st  Lieutenant  William  H.  Duncan  with  his  chief  of 
security,  I Corps  NCO  Academy. 


1954 -Korea.  Members  of  the  staff,  I Corps  NCO  Academy  preparing 
a Christmas  party  for  the  neighboring  community.  1st  Lt  William  H. 
Duncan  on  far  right. 
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American  $10  bill  sold  on  the  black  market  in 
Korea  could  make  its  way  to  Berlin  in  about  two 
weeks  for  use  in  that  Black  Market. 

Coping  with  these  problems  was  not  how  he 
had  envisioned  the  Army,  and  he  admits  to 
disillusionment  at  that  time  because  as  a First 
Lieutenant  he  had  expected  more  support,  guid- 
ance and  leadership  on  these  problems  from  his 
superiors,  but  in  reflection  he  feels  they  did  not 
have  any  more  experience  with  these  types  of 
problems  than  he  had.  The 
problems  he  faced  were  so 
numerous  he  teased  the  CIC 
and  the  CID  (Criminal  In- 
vestigation Division)  to  just 
set-up  a permanent  branch 
office  at  the  Academy.  After 
recounting  all  this  disap- 
pointment about  the  Army, 
he  was  quick  to  praise  those 
who  stayed  with  the  Army 
and  eventually  provided  the 
leadership  that  has  made  the 
U.S.  Army  the  finest  in  the 
world  as  it  is  today. 

On  August  27,  1954,  he 
received  a tentative  accep- 
tance to  Temple  University 
School  of  Medicine  for  the 
class  to  enter  in  September 
1955.  He  had  met  all  the 
admission  requirements  ex- 
cept for  six  hours  of  organic 
chemistry  and  four  hours  of 
quantitative  analysis.  In 
addition  he  was  awaiting  word  of  the  birth  of 
another  child  about  which  he  would  be  notified 
by  the  Red  Cross.  This  notice  of  the  birth  of  a 
daughter  reached  him  on  September  19,  1954. 

He  submitted  his  papers  of  resignation  from 
the  Regular  Army  soon  after  receiving  his  accep- 
tance to  medical  school,  but  at  the  same  time  he 
applied  for  a commission  in  the  Pennsylvania 
National  Guard,  about  which  he  honestly  states 
that  with  a wife  and  two  children  he  needed  the 
extra  income.  He  returned  to  the  United  States 


and  received  his  honorable  discharge  from  the 
regular  Army  at  the  end  of  May  1955.  He  was 
appointed  a F irst  Lieutenant  in  the  Pennsylva- 
nia National  Guard  on  June  1,  1955,  as  a 
member  of  the  1 1 1th  Infantry  Regimental  Com- 
bat Team  with  its  headquarters  at  Broad  and 
Wharton  Streets  in  south  Philadelphia.  His 
assignments  there  were  first  as  a liaison  officer, 
then  assistant  plans  and  operations  officer,  and 
finally  with  a promotion  to  Major  as  the  plans 
and  operations  officer  (S-3). 

In  early  1963,  Doctor 
Duncan,  practicing  family 
medicine  in  Brandywine 
Hundred,  was  invited  to  a 
luncheon  by  the  then  Dela- 
ware Adjutant  General,  MG 
Joseph  J.  Scannell.  General 
Scannell  invited  him  to  join 
the  Delaware  Army  National 
Guard  and  become  the  com- 
mander of  the  1 16th  Mobile 
Army  Surgical  Hospital 
(MASH),  and  be  promoted  to 
Lieutenant  Colonel.  He  ac- 
cepted this  challenge. 

In  1969,  as  the  Delaware 
Guard  was  undergoing  a 
major  transition  from  Air  De- 
fense Artillery  to  Signal 
Corps,  LTC  Duncan  was 
asked  to  leave  the  hospital 
and  become  qualified  in  the 
Signal  Corps  branch  and 
transfer  to  the  261st  Signal 
Command  in  Dover.  He  did  so.  He  retired  from 
the  Delaware  National  Guard  on  July  1,  1987, 
after  almost  40  years  of  military  service.  At  the 
time  of  his  retirement  he  was  a Major  General, 
the  commanding  general  of  the  261st.  In  recog- 
nition of  his  service  to  his  State  and  Nation,  he 
was  promoted  to  the  State  of  Delaware  honorary 
rank  of  Lieutenant  General. 

He  practiced  family  and  administrative  medi- 
cine in  Wilmington  from  1960  to  1993. 


1954 -Korea.  1 stLt  William  H.  Duncan.  On  line, 
DMZ,  Co  A.  17th  Inf  Regt,  7th  Div. 
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CONLEY  L.  EDWARDS 

B-Tom’s  Creek,  VA,  5-28-18.  BS,  Emory  and  Henry  College,  Emory,  VA, 

1941.  MD,  Med  Col  of  Virginia,  1948.  Int:  Columbus  City  Hosp,  Columbus, 

GA,  48-49.  Res.  Surgery.  Lewis  Gale  Hosp,  Roanoke,  VA,  49-50;  Del  Hosp, 

52-54;  Chief  Res,  54-56.  EMS:  1st  Lt,  Air  Force,  7-50.  Langley  Field,  VA; 

137th  Fighter/Bomber  Wing,  Alexandria,  LA.  GCM,  ACM,  WWIIVM,  NDSM, 

FSB.  CRT.  SMS:  7-24-52.  Private  practice  of  surgery,  Wilmington,  DE, 

19561990.  D-Wilmington,  DE,  4-30-99. 

It  appears  that  Doctor  Conley  Edwards’  military  experience 
began  when  he  was  drafted  in  WWIL  He  was  trained  as  a 
medical  corpsman,  a rehabilitation  specialist.  He  served  in 
this  capacity  at  army  hospitals  in  Camp  Beale,  California; 

Fort  Lewis,  Washington;  Camp  Atterbury,  Indianapolis, 

Indiana;  and  Ashford  General  Hospital,  Green  Brier,  West 
Virginia.  In  1944,  he  entered  medical  school  at  the  Medical 
College  of  Virginia  as  part  of  the  Army  ASTP.  He  was 
discharged  there  in  1946  but  continued  his  medical  educa- 
tion graduating  in  1948. 

First  Lieutenant  Edwards  was  called  to  duty  early  in 
the  Korean  War  emergency  in  1950  and  assigned  to  the 
United  States  Air  Force  for  active  duty.  He  was  graduated 
from  an  Air  Force  Flight  Surgeon  School.  He  then  served  as  a flight  surgeon  at  Langley  Field, 
Virginia,  and  later  with  the  137th  Fighter/Bomber  Wing,  Alexandria,  Louisiana.  He  was  discharged 
in  July  1952  as  a Captain. 

He  returned  to  Wilmington  to  complete  his  surgical  residency  and  subsequently  to  enter  a solo 
practice  of  general  surgery  from  1956  to  his  retirement  in  1990.  He  died  in  Wilmington  on  April  30, 
1999. 


1951  - 1st  Lt  Joseph  A.  Elliott 


JOSEPH  A.  ELLIOTT 


B-Laurel,  DE,  1-5-23.  BS,  Western  Maryland  Col,  1943.  MD,  Cornell  Univ  Med 
Col,  1948.  Int:  Del  Hosp,  48-49.  Res:  Gen  Practice,  Parkersburg,  WV,  49-50. 
EMS:  8-6-51,  1st  Lt,  Air  Force.  General  Medical  Officer.  Lajes  AFB,  Azores 
GCM,  ACM,  WWIIVM,  NDSM.  1st  Lt.  SMS:  5-5-53.  Family  practice.  Laurel, 
DE,  1953  to  1991. 

While  an  undergraduate  student  at  Western  Maryland  Col- 
lege in  1942,  Joseph  A.  Elliott  enhsted  in  the  Army  ASTP.  At 
the  time  of  his  graduation,  there  were  no  available  positions 
in  medical  school  so  he  was  assigned  to  the  20th  Armored 
Division  as  an  enlisted  medic.  Eventually,  he  was  assigned  to 
England  General  Hospital,  Atlantic  City,  New  Jersey.  He 
was  discharged  September  21, 1944,  “...for  the  convenience  of 
the  Government  to  pursue  medical  education  as  a civilian.” 
At  the  completion  of  his  internship  at  the  Delaware 
Hospital,  he  accepted  a residency  position  in  Parkersburg, 
West  Virginia,  and  in  1950  returned  to  Laurel  to  enter  a 
family  practice  partnership  with  his  father,  Roscoe  Elliott, 
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M.D.  In  a conversation  with  Victor  Washburn, 
M.D.,  in  the  spring  of  1951,  the  “writing  was  on 
the  wall”  as  Doctor  Washburn  offhandidly  men- 
tioned, “When  you  go  into  the  service.”  He 
volunteered  for  active  duty  with  the  newly  cre- 
ated U.  S.  Air  Force. 

He  was  called  to  active  duty  on  August  6, 
1951.  Soon  after  he  was  sent  to  Lajes  Air  Force 
Base  in  the  Azores.  Duties  at  the  hospital  at 
Lajes  were  very  much  like  those  at  a civilian 


hospital.  One  important  visitor  he  recalls  was 
Doctor  Isadore  Ravdin,  the  world  famous  sur- 
geon from  the  University  of  Pennsylvania.  Lieu- 
tenant Elliott  spent  the  greater  part  of  his  active 
duty  tour  at  Lajes,  but  his  last  five  months  were 
spent  at  the  Dover  Air  Force  Base  Hospital.  He 
was  discharged  in  1953  and  returned  to  his 
family  practice  in  Laurel  from  which  he  retired 
in  1991. 


GEORGE  N.  ERIKSEN 

B-Newark,  NJ,  11-18-21.  BS.  Villanova,  1943.  MD,  Jefferson  Med  Col,  1946. 

Int:  Del  Hosp,  1946-47.  Res.  Red,  Del  Hosp,  1947-48;  Childrens  Hosp  of 
Cincinnati,  1948-49;  Surg,  Pennsylvania  Hosp,  1957-61.  EMS:  3-20-51. 

Army.  1st  Lt  Medical  Officer/Pediatrician,  3442  ASU,  USA  Hospital,  Fort 
McPherson,  GA,  7-1-51  to  4-17-53.  NDSM.  Capt.  SMS:  4-20-53.  Gen 
Pediatrics,  7-49  to  3-51  and  4-53  to  6-57,  Wilm,  DE.  Gen  Surg  7-61  to  7-89, 

Wilm,  DE. 

The  sudden  entry  of  the  United  States  into  war  in  June  1950 
found  the  armed  forces  under- trained  and  under-strength  in 
combat  capability,  and  of  equal  importance,  all  of  the 
necessary  support  services  were  in  the  same  situation.  The 
Army  Medical  Department  was  in  dire  straits  to  meet  this 
sudden  war  time  condition.  The  high  quality  of  general  and 
surgical  combat/war  time  medicine  practiced  during  WWH 
was  long  gone.  Recruitment  of  health  professionals  was  not 
meeting  the  peace  time  requirements.  Few  if  any  physi- 
cians, even  in  the  Regular  Army,  spent  any  time  with  field 
training  other  than  at  the  Medical  Field  Service  School, 

Fort  Sam  Houston,  Texas.  To  compete  with  the  civilian 
practice  of  medicine,  the  Army  had  improved  and  expanded  their  Medical  Service  Corps  to  relieve 
physicians  from  the  many  administrative  burdens  they  held.  The  largest  of  the  Army’s  medical 
facilities  developed  great  skills  in  the  medical  and  surgical  specialties  and  developed  residency 
programs,  all  in  the  effort  to  attract  more  physicians  to  the  active  Army. 

During  WWH,  in  June  1944,  George  Eriksen,  with  about  98  percent  of  his  fellow  Jefferson 
medical  school  students,  was  activated  to  military  duty  in  the  Army  Specialized  Training  Program 
(ASTP).  He  defines  those  who  were  involved  in  this  call  to  duty  as,  “all  who  could  walk.”  He  also 
stated,  “A  sort  of  basic  military  training  and  military  control  was  established.  We  were  all  paid  a 
private’s  wage,  tuition  was  paid  by  the  government  and  military  uniforms  were  worn.” 

In  the  late  spring  of  1945,  during  his  parasitology  course,  he  was  one  of  four  students  who 
discovered  amoeba  in  their  self  examined  stools.  All  four  students  were  promptly  sent  to  Fort  Meade, 
Maryland,  and  discharged,  for  “the  convenience  of  the  government,”  stating  they  were  a hazard  to 
the  military.  Following  graduation  and  internship  in  July  1947  almost  all  of  his  class  from  ASTP 
were  sent  on  active  duty.  They  were  needed  because  the  world- wide  commitments  of  the  Army  still 
had  to  be  met.  Returning  medical  corps  veterans  were  given  preference  for  post-doctoral  educational 
opportunity,  so  vacant  residencies  were  almost  nonexistent.  Of  course,  many  returning  veterans 
returned  to  the  private  medical  practices  they  had  left  because  of  the  war.  In  this  environment. 
Doctor  Eriksen  was  able  to  find  a pediatric  residency  at  the  Delaware  Hospital. 


264 


Del  Med  Jrl,  June  2000,  Vol  72  No  6 


The  Role  of  Delaware  Physicians 


With  the  entry  of  the  United  States  into  war 
on  the  Korean  peninsula,  Army  hospitals  and 
other  Army  medical  facilities  in  the  United 
States,  and  elsewhere  in  the  world,  were  deci- 
mated of  their  professional  complements.  Resi- 
dents were  to  be  included  to  meet  this  new 
exigency.  However,  the  medical  requirements  of 
the  worldwide  commitment  of  the  Army  to  their 
active  soldiers,  dependents  and  retirees  did  not 
diminish  with  the  onset  of  the  war.  To  meet 
these  requirements  physicians  were  sought  from 
many  sources.  These  included  ASTP  obligators, 
reservists,  volunteers,  and  in  September  1950, 
the  institution  of  the  “Doctors’  Draft.”  Many  of 
these  newcomers,  in  all  the  services,  were  used 
to  “back  fill,”  i.e.,  to  pick-up  the  obligations  of 
the  Army  doctors  transferred  to  the  theater  of 
war  or  other  overseas  assignments.  Because  of 
the  manner  in  which  Doctor  Eriksen  was  dis- 
charged from  the  Army,  from  the  ASTP  pro- 
gram, he  gave  no  thought  to  the  doctor’s  draft 
and  was  somewhat  surprised  to  find  from  Victor 
Washburn,  M.D.,  Director  of  Physician  Pro- 
curement, part  of  the  Selective  Service  System 
in  Delaware,  that  he  was  indeed  an  ASTP  obli- 
gator. He  was  told  by  Doctor  Washburn  that  a 
“Military  Board”  had  appointed  him  a member 
of  the  military  reserve.  Three  months  later, 
March  20, 1951,  he  received  orders  to  report  for 
active  duty. 

While  closing  up  his  young  practice,  one  of 
his  patient’s  mothers  told  him  to  be  sure  to  call 
upon  her  uncle  at  Fort  Sam  Houston  when  he 
arrived  at  the  Army  Medical  F ield  Service  School. 
Her  uncle  was  a General  Lee,  the  commanding 
general  of  Fort  Sam  Houston  and  Brooke  Army 
Hospital.  In  an  off-hand  comment  to  the  officer 
in  charge  during  his  inprocessing  at  “Fort  Sam,” 
Captain  Eriksen  mentioned,  “The  General  is 
expecting  me.”  The  response  was  a sneering, 
“Oh  sure.”  “Right.”  “We  understand.” 

Two  days  later  he  was  picked-up  by  the 
General’s  chauffeur.  He  met  the  General  and 
received  a personal  tour  of  Brooke  Army  Medical 
Center  by  the  General.  General  Lee  was  also  a 
graduate  of  Jefferson.  To  this  day.  Doctor  Eriksen 
feels  that  the  General  had  great  influence  on  his 
later  assignment. 

Following  his  graduation  from  the  Field 
Service  School,  he  was  sent  to  the  3442d  Army 


Service  Unit,  U.S.  Army  Hospital,  Fort 
McPherson,  Atlanta,  Georgia.  Fort  McPherson 
was  the  headquarters  of  the  3rd  U.S.  Army, 
which  encompassed  the  southeastern  United 
States.  In  this  assignment  he  was  able  to  prac- 
tice his  specialty  of  pediatrics.  The  practice  was 
both  acute  and  chronic,  inpatient  and  outpa- 
tient pediatrics.  His  unit  was  responsible  for  the 
care  of  dependents  of  the  Army,  Navy,  Air  Force 
and  Marine  Corps  in  the  greater  Atlanta  area 
and  southern  South  Carolina. 

Captain  Eriksen  was  the  only  pediatrician 
assigned  to  this  unit.  He  had  one  Women’s 
Army  Corps  (WAC)  assistant.  The  hospital  was 
small  but  did  have  a maternity  unit  and  a small 
pediatric  bed  unit.  The  Eriksens'  first  child  was 
born  there.  Most  newborns  were  of  families  at 
Fort  McPherson;  three  to  five  births  occurred 
each  week. 

A typical  day  began  promptly  at  0800  with 
newborn  rounds  followed  by  inpatient  rounds. 
Next  came  the  primary  responsibility  of  out- 
patient, clinic  care.  The  WAC  assistant  weighed 
and  measured  the  well  babies.  She  took  the 
temperatures  of  the  ill  children.  She  assisted  in 
the  examination  and  the  hand  written  chart 
notes.  On  occasion,  she  wrote  the  prescriptions 
except  for  the  signature,  and  if  necessary,  drew 
any  blood  samples.  She  also  performed  the  im- 
munizations. Perhaps  her  most  significant  duty 
was  giving  both  oral  and  written  follow-up  in- 
structions to  the  parent.  It  was  not  unusual  for 
Dr.  Eriksen  to  see  90  to  100  patients  in  a single 
day,  five  days  a week.  The  formal  duty  day  ended 
at  1630. 

An  additional  duty  for  all  the  assigned  phy- 
sicians was  as  the  Medical  Officer  of  the  Day 
(MOD)  where  they  were  responsible  for  all  care 
at  the  hospital  during  their  tour  of  duty,  includ- 
ing the  emergency  room.  During  one  of  his  ER 
stints  he  had  the  opportunity  to  treat  a Medal  of 
Honor  awardee  whose  car  had  been  struck  by  a 
train. 

Upon  his  discharge  from  the  Army,  Doctor 
Eriksen  returned  to  Wilmington  and  picked-up 
his  pediatric  practice.  However,  in  1957,  he 
decided  to  change  career  fields  and  entered  and 
successfully  completed  a general  surgical  resi- 
dency. He  again  returned  to  Wilmington  and 
practiced  general  surgery  until  his  retirement 
in  1989. 
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ELMER  F.  FANTAZIER 


B-Renova,  PA,  5-1-18.  BS,  Loyola  Univ,  Los  Angles,  CA,  1940.  MD,  Georgetown 
Univ,  1944.  Int:  USNH  Jacksonville,  FL,  44-45.  Res.  Pediatrics,  Del  Hosp, 
46-47;  Childrens  Hosp,  Wash,  DC,  47-48.  EMS:  2-53.  LT(jg).  General 
Medical  Officer,  Military  Sea  Transportation  Service,  Atlantic  Area;  Marine 
Corps  Depot  of  Supplies,  Phila,  PA.  ACM,  APCM,  WWIIVM,  NDSM.  LT.  SMS: 
6-54.  General  Pediatric  Practice,  Wilm,  DE,  1949-1953;  1954-1982.  New 
Castle  County  Health  Officer,  1982-1989.  D-Wilm,  DE,  11-27-90. 


1946  - Elmer  F.  Fantazier.  LT(jg),  U.S.  Navy. 


When  Elmer  Fantazier  was  called  to  active  duty  with  the 
Navy  in  1953,  he  was  no  stranger  to  military  service. 

During  World  War  II  he  was  a member  of  the  Navy  V-12 
program  in  medical  school.  He  took  his  oath  of  office  as  a 
commissioned  officer  as  part  of  the  graduation  exercises  at 
Georgetown  University  School  of  Medicine  in  1944.  He 
served  at  sea  during  the  final  months  of  the  war,  first  on  the 
destroyer  USS  Cummins  and  later  on  the  repair  ship  USS 
Achilles. 

Following  his  WWH  discharge,  he  maintained  his  re- 
serve commission  while  in  his  pediatric  residency,  and 
after.  For  the  Korean  War  emergency  it  appears  he  was 
called  to  active  duty  in  February  1953.  He  was  assigned  as  the  physician  on  a troop  transport  as 
part  of  the  Military  Sea  Transportation  Service,  Atlantic  Area.  From  a collection  of  family 
photographs  there  are  a series  of  pictures  of  the  Bremerhaven  Port  of  Embarkation,  Germany;  the 
White  Cliffs  of  Dover,  England;  along  with  a soldier  crowded  deck  of  a troopship  entering  New  York 
Harbor. 

The  duty  with  the  transportation  service  had  lasted  only  a few  months  when  he  was  transferred 
to  the  Marine  Corps  Depot  of  Supplies,  South  Broad  Street,  Philadelphia.  He  served  there  until  he 
was  released 
from  active  duty 
in  June  1954. 

He  contin- 
ued to  maintain 
his  reserve  com- 
mission and  was 
appointed  medi- 
cal officer  for  the 
local  Navy  Re- 
serve and  Ma- 
rine Corps  Re- 
serve units.  He 
was  promoted  to 
Lieutenant 
Commander  on 
July  1,  1954. 

Some  time  in  the 
late  1950s,  he  re- 
quested,  and 
was  granted,  his 
Honorable  Dis- 
charge from  the 
Navy. 


1946  - Elmer  F.  Fantazier.  LT(jg),  U.S.  Navy. 


1946  - Elmer  F.  Fantazier.  LTQg),  U.S.  Navy. 
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Between  his  tours  of  active  duty  he  main- 
tained an  active  general  pediatric  practice  in 
Wilmington,  1949-1953,  and  after  his  release 
from  active  duty,  1954-1982.  In  1982,  he  ac- 


cepted an  appointment  from  the  State  Depart- 
ment of  Health  and  Human  Services  as  Deputy 
Health  Officer  for  New  Castle  County,  retiring 
in  1989.  He  died  November  27,  1990. 


J.  ROBERT  FOX 

B-Philadelphia,  PA,  12-31-16.  BA,  Princeton,  1939.  MD,  Jefferson  Med  Col, 

1943.  Int:  Jefferson  Med  Col,  43-44.  Res.  Otolaryngology,  Jefferson  Med 
Col,  44-45;  Ophthalmology,  Graduate  Hosp,  Univ  of  Penn,  48-49.  Pel: 

Otolaryngology,  Jefferson  Med  Col,  46-47;  Ophthalmology,  Graduate  Sch 
of  Med,  Univ  of  Penn,  47-48.  EMS:  8-15-50,  LT,  Medical  Officer,  EENT,  U.S. 

Naval  Hosp,  Bremerton,  WA,  1950-1951.  ACM,  APCM,  WWIIVM,  OM, 

NDSM.  LT.  SMS:  5-2-51.  Private  practice  of  ophthalmology,  Spokane,  WA, 

1949-1950.  Private  practice  of  ophthalmology  and  otolaryngology,  Dover, 

DE,  1951-1986.  D-Dover,  DE,  8-7-97. 

J.  Robert  Fox  had  served  as  a member  of  the  medical  corps 
of  the  U.S.  Navy  in  the  later  stages  of  World  War  II.  It 
appears  that  he  joined  a Corps  Evacuation  Hospital  of  the 
U.S.  Marine  Corps’  Fifth  Amphibious  Corps  as  it  was 
preparing  for  the  invasion  of  Japan.  Subsequent  to  the 
surrender  of  Japan,  he  did  serve  in  the  occupation  forces  in 
Japan.  The  official  records  of  this  service  note  him  to  be  a 
specialist  in  otolaryngology.  As  many  WWH  veterans  did, 
he  maintained  his  naval  reserve  status  following  his  dis- 
charge. A singular  advantage  of  this,  when  interns  and 
residents  were  earning  only  $25  per  month  and  had  a 
growing  family,  was  the  supplemental  income  from  this  active  reserve  status. 

Shortly  after  the  completion  of  his  ophthalmology  residency,  after  one  year  of  practice  in 
Spokane,  Washington,  he  was  called  to  active  duty.  His  duty  station  for  the  period  1950-195 1 was 
an  assignment  initially  as  an  otolaryngologist,  but  after  just  two  weeks  was  added  ophthalmology, 
at  the  U.  S.  Naval  Hospital,  Bremerton,  Washington.  His  letters  to  his  wife  indicate  that  the  clinics 
for  both  specialties  were  limited  in  the  instrumentation  available  compared  to  the  institutions  where 
he  trained.  Fortunately,  he  had  his  own  retinoscope  that  enabled  him  to  do  a more  satisfactory 
refractory  examination. 

Some  of  the  experiences  he  related  in  these  letters  were  the  performance  of  an  emergency 
tracheotomy  on  a poliomyelitis  patient  in  an  iron  lung,  and  performing  tonsillectomies  using  the 
Sluder  technique,  noting  that  this  quick  method  kept  the  anesthesiologists  quite  busy.  He  also 
removed  a quarter  from  the  esophagus  of  an  18-month-old  child. 

In  recognition  of  his  additional  qualifications  as  an  ophthalmologist,  in  September  1950,  he  was 
placed  on  five  and  a half  weeks  of  temporary  duty  to  the  17th  Naval  District  in  Kodiak,  Alaska.  This 
assignment  was  for  the  specific  purpose  of  providing  the  eye  examinations  and  supervision  of  the 
issuing  of  safety  glasses  to  navy  civil  service  employees  in  Alaska.  There  were  no  surgical 
instruments  at  this  base,  which  significantly  limited  his  activity. 

Apparently,  because  of  his  prior  military  service  in  WWH,  he  was  released  from  active  duty  in 
May  1951.  He  did,  however,  maintain  his  naval  reserve  commission  but  requested,  and  was  granted, 
his  honorable  discharge  from  the  Navy  reserve  October  22,  1958. 

Following  his  release  from  active  duty  in  1951,  he  entered  and  maintained  a private  practice  of 
ophthalmology/otolaryngology  in  Dover,  Delaware  until  his  retirement  in  1986.  He  died  in  1997. 


1945  - LT(jg)  J.  Robert  Fox. 
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C.  ROBERT  GREEN,  JR. 


B-Philadelphia,  PA,  1-23-24.  BA,  UnivofPenn,  1946.  MD,  Temple  Univ  Sch 
of  Med,  1950.  Int:  Del  Hasp,  50-51  (USAF  sponsored  1 st  Lt  active  duty).  Res. 
Ob/Gyn,  Maryland  Hosp  for  Women,  Baltimore,  MD,  53-56.  EMS:  6-30-50. 
1st  Lt.  USAF.  Med  Officer,  Chief  Peds  and  Ob/Gyn,  1604th  Med  Squadron, 
Bermuda,  51-53.  ACM,  WWIIVM,  NDSM.  Capt.  SMS:  7-10-53.  Ob/Gyn: 
Baltimore,  MD,  56-58;  Wilm,  DE,  58-91.  D-Wilmington,  DE.,  2-16-91. 

Of  all  those  who  served  in  the  military  during  the  War  in 
Korea,  none  apparently  had  as  varied  a military  career  as 
Bob  Green.  He  began  his  military  career  in  1942  as  an 
apprentice  seaman  while  an  undergraduate  student  at 
Union  College,  Schenectady,  New  York,  in  the  Navy  V- 12 
program.  By  July  1943,  he  is  listed  as  a premed  student  at 
Temple  University.  It  appears,  however,  that  no  positions 
were  available  that  year  for  the  school  of  medicine  so  he  was 
assigned  as  a corpsman  to  a naval  hospital  in  New  York 
state  where  he  served  for  eight  months.  Again  in  1944,  it 
appears  that  no  medical  school  positions  were  going  to  be 
available,  and  being  a ward  corpsman  was  not  his  idea  of 
active  war-time  military  service.  He  volunteered  for  the 
Navy  V-5  program  (aviation  cadet)  and  was  accepted.  He 
entered  flight  training  in  March  1944,  at  Athens,  Georgia. 
At  the  end  of  WWH  he  was  in  the  advanced  phase  of  this 
training  at  Pensacola,  Florida,  when  the  program  was 
discontinued,  and  he  was  discharged  and  assigned  to  the 
Navy  Reserve. 

Following  his  discharge  he  completed  his  undergraduate 
studies  and  graduated  from  the  University  of  Pennsylvania 
in  1946.  That  same  year  he  entered  medical  school  at  the 
Temple  University  School  of  Medicine  from  which  he  gradu- 
ated in  1950.  Correspondence  shows  that  the  United  States 
Air  Force  was  apparently  on  an  aggressive  physician  re- 
cruiting campaign  at  that  time.  An  offered  incentive  was  to 
join  the  Air  Force  and  be  put  on  active  duty  for  your 
internship  year,  at  the  hospital  of  your  choice,  with  the  full 
pay  and  allowances  to  be  followed  by  two  years  of  active 
duty.  Bob  Green  transferred  from  the  Naval  Reserve  to  the 
Air  Force  Reserve  and  served  his  internship  at  the  Delaware 
Hospital  as  an  active  duty  Air  Force  officer. 

At  the  conclusion  of  his  internship  he  attended  Air  Force 
orientation  schools  and  in  the  fall  of  1951  was  assigned  to 


1943  - C.  Robert  Green,  Jr.,  U.S.  Navy  V-12 
student. 


1945  - C.  Robert  Green,  Jr.,  U.S.  Navy  V-5 
aviation  cadet  program. 
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the  1604th  Medical  Squadron  of  the  Atlantic  Division, 
1604th  Air  Base  Group,  MiHtary  Air  Transport  Command, 
Bermuda.  At  the  hospital  at  Kindley  Air  Base,  Bermuda,  he 
was  both  Chief  of  the  Pediatric  and  Ob/Gyn  services.  He 
remained  at  this  overseas  assignment  until  returned  to  the 
United  States  and  discharged  on  July  10,  1953. 

A significant  and  memorable  event  during  his  tour  of  duty  in 
Bermuda  was  the  crash  of  a civilian  Cubana  DC-4  airliner 
shortly  after  take  off  from  Bermuda.  Captain  Green  was  duty 
officer  at  the  hospital  that  night  and  was  responsible  for  the 
triage  and  care  of  the  survivors. 

Following  his  discharge  from  the  Air  Force,  he  entered  a 
formal  Ob-Gyn  residency  at  the  Maryland  Hospital  for  Women 
in  Baltimore.  Upon  completion  of  this  residency  he  began  a 
practice  in  this  specialty  as  an  instructor  at  the  University  of 
Maryland  and  as  an  assistant  chief  at  Baltimore  City  Hospi- 
tal. He  returned  to  Wilmington  in  1958,  opening  a private  Ob- 
Gyn  practice  that  he  maintained  untilJanuary  1991.  He  died 
on  February  16, 1991. 

1951  - C.  Robert  Green,  Jr.,  1st  Lieutenant, 

Medical  Corps,  U.S.  Air  Force. 


WILLIAM  THOMAS  HALL 


B-Philadelphia,  PA,  10-2-16.  BS.  Hampden-Sydney  Col,  1938.  MD,  Temple 
Univ  Sch  of  Med,  1944.  Int:  Temple  Univ  Hosp,  1944-1945.  Res.  Int  Med, 
Temple  Univ  Hosp,  1946-1949.  EMS:  12-14-52.  LTOg).  Navy.  U.  S.  Naval 
Hosp,  Bethesda,  MD,  12-14-52  to  6-13-54.  ACM,  APCM,  WWIIVM,  NDSM. 
LT.  SMS:  6-13-54.  Int  Med:  Eaglesville,  PA,  1949- 1950;  Greenbrier  Clinic, 
WV,  1950  to  1952;  Wilm,  DE,  1954  to  1977;  VA  Hosp  System,  Eismere,  DE, 
1977  to  1992. 

Tom  Hall  completed  medical  school  and  his  internship  in  the 
later  stages  of  World  War  II.  He  was  a member  of  the  Navy’s 
V-12  program  at  Temple  University  School  of  Medicine, 
graduating  in  June  1944  and  completing  his  internship 
there  before  being  called  to  active  duty.  At  this  time,  medical 
school  was  condensed  from  four  years  to  three,  no  summer 
vacations.  The  internship  was  also  reduced  from  12  months 
to  nine.  He  notes  that  the  members  of  the  Army’s  ASTP 
program  wore  standard  Army  enlisted  GI  issue  uniforms 
whereas  the  V-12  students  wore  uniforms  similar  to  the 
Annapolis  midshipmen.  So  similar  in  fact,  that  a number  of 
his  classmates  joined  the  Naval  Academy  midshipmen  in 
their  parade  to  Memorial  Stadium  in  Philadelphia  for  an 
Army-Navy  football  classic  undetected. 


1 944  - William  Thomas  Hall.  Navy  V-12  student 
Temple  University  School  of  Medicine. 
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On  VJ  Day,  he  was  in  San  Francisco  await- 
ing shipment  to  the  Pacific  Theater  where  he 
served  in  several  locations  until  returned  to  the 
United  States  and  discharged  in  September 
1946.  He  returned  to  Temple  Hospital  for  his 
residency  in  Internal  Medicine. 

Following  his  residency  he  initially  accepted 
a position  at  a resort  in  Eaglesville,  Pennsylva- 
nia, but  in  January  1950,  joined  the  staff  of  the 
Greenbrier  Clinic,  White  Sulfur  Springs,  West 
Virginia.  The  Greenbrier  was  on  the  route  of  the 
Chesapeake  and  Ohio  Railroad  and  partially 
owned  by  the  railroad.  The  majority  of  the 
vacationers  and  patients  came  by  railroad.  As 
fate  would  have  it,  shortly  after  he  arrived  there 
was  a several  month  strike  of  the  railway  work- 
ers permitting  him  to  spend  an  inordinate  amount 
of  time  studying  for  his  Internal  Medicine  Boards 
as  the  clinic  and  hotel  were  nearly  empty.  Dur- 
ing this  period  he  maintained  his  Navy  medical 
corps  reserve  commission.  He  was  asked  by  the 
Navy  to  establish  a reserve  unit  in  the  area,  but 
there  were  not  enough  interested  reservists  to 
do  so.  In  December  1952,  as  a naval  reservist,  he 
was  called  to  active  duty  for  the  War  in  Korea. 

As  was  the  case  for  many  reservists  called  to 
active  duty,  his  assignment  by  the  Navy  was  a 
“backfill”  assignment  to  the  Bethesda  Naval 
Hospital,  Maryland.  In  August  when  he  was 
initially  notified  he  would  be  called  to  active 
duty,  he  had  requested  duty  on  a hospital  ship. 
However,  such  an  assignment  was  not  going  to 
be  available  for  several  months  so  when  there 
was  an  opportunity  to  be  assigned  to  the  Navy’s 
top  hospital,  Bethesda,  he  accepted.  For  the 
most  part,  regular  Navy  and  reservists  already 
on  extended  active  duty  in  the  early  1950s  were 
sent  to  Korea  and  other  critical  overseas  assign- 
ments following  the  invasion  of  South  Korea. 
However,  the  Navy’s  obhgation  to  provide  health 
care  to  all  those  on  active  duty,  to  their  depen- 
dents and  retirees  in  the  United  States  and 
overseas  did  not  diminish,  but  increased.  To 
maintain  these  obligations,  many  physician  re- 
servists were  called  to  active  duty  to  assign- 
ments to  fill  the  vacancies  created  by  the  deploy- 
ment for  the  Korean  War  emergency. 

Doctor  Hall  looks  back  on  this  assignment 
as  almost  another  residency.  In  addition  to  his 
inpatient  and  outpatient  caseload,  he  was  able 
to  attend  special  courses,  have  access  to  any 


number  of  well  recognized  consultants,  and  to 
attend  many  medical  conferences.  During  this 
period  he  was  able  to  pass  his  Internal  Medicine 
Boards  and  to  write  two  papers.  His  duties  at 
Bethesda  were  Hmited  to  the  practice  of  internal 
medicine,  treating  active  duty  sailors.  He  had 
no  responsibihties  for  retirees  or  dependents.  He 
noted,  however,  that  from  time-to-time  mem- 
bers of  the  Senate  and  House  of  Representatives 
received  care  at  Bethesda.  These  VIPs  had  spe- 
cific physicians  assigned  to  them  and  their 
presence  in  the  hospital  was  kept  from  public 
view.  He  recalls  that  his  practice  was  primarily 
of  enlisted  personnel  and  was  on  the  lower  floors 
of  the  hospital’s  “tower.”  The  bed  assignments 
in  “the  tower”  seemed  to  be  made  on  the  basis  of 
rank,  the  higher  the  rank  the  higher  floor  in 
“the  tower.”  One  special  formal  order  he  remem- 
bers was  that  coronary  patients  were  forbidden 
to  view  or  listen  on  the  radio  to  the  Army-Navy 
football  game. 

At  one  time,  there  was  a full  ward  of  hepati- 
tis patients.  Most  of  them  had  come  from  north 
Africa.  They  were  all  enlisted  men,  they  were  all 
on  the  same  ward,  and  in  discussion  among 
themselves  they  discovered  that  they  had  all 
visited  the  same  saloon  in  north  Africa.  The 
ward  physician  alerted  the  Navy  infection  con- 
trol department,  and  they  sent  an  investigation 
team  to  this  establishment.  This  team  found  a 
relatively  asymptomatic,  jaundiced  dishwasher 
who,  to  impress  his  boss  and  the  patrons,  would 
spit  on  the  glassware  and  polish  it  to  a high 
gloss. 

The  wards  where  Doctor  Hall  worked  held 
15  beds  on  each  side  facing  each  other.  On  one  of 
his  first  days  on  the  ward,  he  was  walking  down 
the  length  of  the  ward  between  the  beds  when  all 
of  a sudden  a number  of  the  patients  broke  out 
laughing.  He  immediately  checked  his  fly  and 
found  it  intact  and  continued  on  his  way  toward 
the  nurses’  station,  but  there  was  another  burst 
of  laughter.  On  arrival  at  the  nurses’  station,  he 
asked  the  nurse  on  duty  to  check  to  see  if  he  had 
a sign  on  his  back.  She  assured  him  he  could 
pass  inspection,  but  further  that  each  patient 
had  a small,  individual  radio  speaker  under 
their  pillows  and  were  listening  to  a broadcast 
by  Bob  Hope. 

Following  his  discharge  in  1954,  he  re- 
turned to  Wilmington  and  opened  his  solo  prac- 
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tice  at  22nd  and  Washington  Streets.  Though  in 
different  locations  he  maintained  a general  in- 
ternal medicine  practice  until  1977  when  he 


accepted  a position  at  the  Wilmington  Veteran’s 
Administration  Hospital,  from  which  he  retired 
in  1992. 


STEPHEN  M.  HANSON 

B-Los  Angeles,  CA  8-18-24.  Attended  Wabash  College,  Univ  of  Detroit,  Ohio 
State  Univ.  MD,  Marquette  Univ  Sch  of  Med,  1948.  Int:  Indiana  Univ  Med  Ctr, 

48-49.  Res.  Pathology,  Temple  Univ  Sch  of  Med,  53-57.  EMS:  3-10-51.  1st 
LT.  Army.  General  Medical  Officer,  Bn  Surg,  76th  Tank  Bn,  11th  Abn  Div; 

Regtl  Surg,  508th  Abn  Regtl  Cmbt  Team.  GCM,  ACM,  WWIIVM,  NDSM,  P. 

CPT.  SMS:  3-9-53.  General  Practice,  LaCrosse,  Wl,  1950-1951.  Pathology, 

Coatesville  Hosp  [Brandywine  Hosp],  1958-1972;  Wilmington  Veterans 
Administration  Hospital,  Elsmere,  1972-1996. 

Friendship  in  the  military,  though  sincere,  is  frequently 
short  lived.  At  Fort  Benning,  Georgia,  in  1952,  who  could 
have  predicted  that  the  Regimental  Surgeon  of  the  508th 
Airborne  Regimental  Combat  Team,  who  frequently  worked 
closely  with  the  Battalion  S-4  of  the  1st  Battalion  coordinat- 
ing medical  coverage  of  maneuvers  and  parachute  jumps, 
after  going  their  separate  ways  (the  surgeon  back  to  civilian 
life,  the  S-4  to  Korea)  would  next  meet  in  the  student 
cafeteria  hne  at  the  Temple  University  School  of  Medicine  in 
1955?  But  such  is  the  case  with  Steve  Hanson,  the  Regimen- 
tal Surgeon  and  Bill  Duncan,  the  Battalion  S-4. 

After  finishing  his  freshman  year  at  Wabash  College, 

Steve  Hanson  was  drafted  in  the  spring  of  1943  and  entered 
active  service  at  Camp  Grant,  Illinois,  on  July  3rd.  Because  of  a high  degree  of  myopia,  he  was 
classified  as  Limited  Service  and  sent  to  a limited  service  basic  training  facility  at  Camp  McCoy, 
Wisconsin.  Upon  completion  of  this  training,  he  was  assigned  to  a quartermaster  truck  unit.  In 
November,  he  was  accepted  into  the  Army’s  ASTP  and  in  December  began  a semester  of  basic 
engineering  at  the  University  of  Detroit.  During  this  period  he  was  reassigned  to  the  ASTP 
premedical  program  at  Ohio  State  University.  For  the  next  nine  months,  he  experienced  the  most 
demanding  and  concentrated  academic  experience  he  ever  encountered.  Upon  completion  of  these 
studies,  he  was  assigned  as  an  orderly  at  the  Army  Hospital,  Hines,  Illinois,  awaiting  a medical 
school  vacancy.  In  April  1945,  he  began  his  freshman  year  of  medical  school  at  Marquette  University 
School  of  Medicine.  At  the  end  of  his  first  year,  in  February  1946,  he  was  discharged  from  the  Army, 
but  continued  his  medical  studies  at  Marquette. 

In  the  summer  of  1950,  Doctor  Hanson  was  in  general  practice  in  La  Crescent,  Minnesota. 
During  this  time,  the  special  and  specific  draft  for  physicians  was  instituted.  Noting  his  high 
eligibility  by  virtue  of  his  ASTP  service,  “the  writing  was  on  the  wall.”  He  volunteered  and  in  March 
1951  entered  the  Medical  Field  Service  School  (MFSS)  at  Fort  Sam  Houston,  Texas.  While  at  Fort 
Sam,  the  students  were  visited  by  Doctor  (Colonel)  Doug  Lindsay,  Division  Surgeon  of  the  11th 
Airborne  Division,  recruiting  physicians  for  airborne  units.  In  discussions  with  Doctor  Lindsay 
about  his  myopia  possibly  disqualifying  him  for  airborne  training.  Captain  Hanson  was  assured  that 
it  was  no  detriment  to  his  volunteering.  He  was  asked  about  his  back  and  responded  that  it  was  fine. 
That  was  his  airborne  physical.  After  completing  the  course  at  MFSS,  he  was  on  his  way  to  the  1 1th 
Airborne  at  Fort  Campbell,  Kentucky,  in  April. 
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Because  of  the  mobilization  and  the  expan- 
sion of  airborne  units,  as  a result  of  the  war  in 
Korea  and  the  possibihty  of  hostihties  elsewhere 
in  the  world  (especially  Europe),  the  11th  had 
established  its  own  jump  school. 

For  the  non-initiate d,  the  primary  para- 
chute used  by  the  Army  was  a “T-7.”  With  this 
parachute  there  was  a definite  “opening  shock” 
especially  when  the  risers  struck  the  back  of  the 
paratrooper's  helmet.  As  luck  would  have  it. 
Captain  Hanson  dislocated  a shoulder  on  his 
third  of  five  needed  qualifying  jumps.  While 
waiting  for  sufficient  healing  to  take  place  so 
that  he  could  complete  and  qualify  for  his 
parachutist's  badge,  the  XVIII  Airborne  Corps 
solicited  volunteers  to  jump  a new  experimental 
“no  shock”  parachute,  the  “T-10.”  Technically, 
to  participate  in  this  test,  you  were  supposed  to 
be  parachute  qualified;  however,  with  the  influ- 
ence of  Colonel  Lindsay,  Captain  Hanson  was 
permitted  to  complete  his  final  two  qualifying 
jumps  with  the  "T- 10."  But  as  luck  would  have 
it,  on  his  fourth  jump  with  the  “T-10,”  a squall 
kicked-up  on  the  drop  zone  at  the  time  of  landing 
pulling  him  frantically  over  the  ground.  With 
much  effort  he  finally  got  the  chute  collapsed.  In 
the  excitement,  he  forgot  about  his  shoulder 
only  to  discover  it  was  just  fine.  He  completed 
his  fifth  jump  without  incident  and  was  awarded 
his  parachutist’s  badge. 

His  first  assignment  in  the  Division  was 
with  the  division  artillery  but  later  mostly  with 
the  76th  Tank  Battalion  as  the  battalion  sur- 
geon. In  January  1952,  the  Division  partici- 
pated in  maneuvers  in  northern  New  York  at 
Fort  Drum.  Captain  Hanson  was  assigned  to 
manage  a dispensary.  His  memory  from  that 
exercise  was  the  unbelievable  number  of  frost- 
bite cases  from  the  710th  Tank  Battalion  as  a 
result  of  recovering  tanks  that  became  mired  in 
frozen  mud.  Apparently,  the  officers  of  the  710th 
were  reprimanded  by  the  Commanding  General 
about  working  their  men  to  the  point  in  below 
zero  temperatures  to  create  a frostbite  epidemic 
making  the  710th  ineffective  as  a combat  unit  in 
the  maneuvers. 

As  is  true  of  any  battalion  surgeon,  in  com- 
bat or  peacetime  exercises,  weather  plays  an 


important  part  in  military  operations  as  noted 
at  Fort  Drum.  Another  example  for  Doctor 
Hanson  occurred  in  the  summer  of  1952,  after 
his  assignment  to  the  508th  Airborne  Regimen- 
tal Combat  Team.  He  and  his  medical  personnel 
were  supporting  the  summer  camp  of  ROTC 
seniors.  One  afternoon  when  the  temperature 
was  104  degrees  and  it  seemed  the  humidity 
was  about  the  same,  these  college  students  in 
their  military  training  were  victim  to  an  epi- 
demic of  heat  prostration.  The  regimental  dis- 
pensary was  filled  to  over  capacity  and  every 
shady  area  near  the  dispensary  was  strewn 
with  young  men  lying  there  suffering  from  heat 
exhaustion.  Fans  were  borrowed  from  mess 
halls  and  any  other  source  available.  Salty 
water  and  salt  tablets  were  used  as  well  as  cold 
compresses.  By  the  end  of  several  hours  almost 
all  had  been  discharged,  but  one,  whose  tem- 
perature would  not  respond  to  these  measures, 
was  evacuated  to  the  post  hospital. 

It’s  difficult  for  today’s  reader  to  under- 
stand that  the  world  was  a very  dangerous  place 
in  the  1950s.  The  Cold  War  was  in  full  flourish, 
including  the  hot  war  in  Korea.  The  508th  was 
training  to  move  to  Europe  to  shore -up  the 
defenses  there.  However,  the  Russians  informed 
the  United  States  that  the  move  of  an  airborne 
unit  to  Europe  would  be  looked  upon  by  them  as 
an  overt  act  of  aggression  and  that  they  would 
act  accordingly  (whatever  that  meant).  The 
508th  stayed  in  the  United  States  and  was  used 
to  provide  replacements  to  Korea,  and  to  a lesser 
extent,  other  overseas  stations  including  Eu- 
rope. 

At  the  conclusion  of  his  two  years  of  active 
duty  Steve  Hanson  returned  to  civilian  life 
entering  a pathology  residency  at  Temple  Uni- 
versity School  of  Medicine  from  which  he  gradu- 
ated in  1957.  He  took  aposition  as  a pathologist 
at  the  Coatesville  Hospital  [Brandywine  Hospi- 
tal], Coatesville,  Pennsylvania.  In  1972,  he 
accepted  the  position  of  Chief  of  Laboratory 
Services  at  the  Wilmington  Veterans  Adminis- 
tration Hospital  in  Elsmere,  and  served  in  this 
position  until  his  retirement  in  1996. 
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B-Massillon,  OH,  2-16-23.  Attended  College  of  Wooster  Ohio.  MD.  Univ  of  Maryland,  1947.  Int:  Univ  Hosp,  Univ  of  Maryland, 
47-48.  Res.  Memorial  Hosp  and  Delaware  Hosp,  Wilm,  DE  and  St.  Christopher’s  Hosp  for  Children,  Phila,  PA,  48-51.  EMS: 
10-11-52.  1 St  Lt;  Air  Force,  General  Med  Officer,  Pediatrics,  Keesler  Air  Force  Base,  MS.  GCM.  ACM,  WWIIVM,  NDSM.  CPT. 
SMS:  10-10-54.  Private  practice  of  pediatrics,  Wilm,  DE,  1955  to  1991.  Medical  Director,  CIGNA  Insurance  Co,  1984  to  present. 


As  is  true  today,  and  perhaps  as  has  been  true 
throughout  the  twentieth  century,  the  military 
forces  of  the  United  States  seem  to  have  always 
been  short  of  physicians.  The  military  draw 
down  following  World  War  II  was  a glaring 
example  of  this.  Both  subtle,  and  not  so  subtle 
pressures  have  been  brought  to  bear  to  recruit 
physicians.  Such 
was  true  in  1949, 
when  in  May,  W. 

Edwin  Bird,  M.D., 

Editor  of  the  Dela- 
ware Medical 
Journal,  received 
a letter  from  the 
Secretary  of  De- 
fense, Louis 
Johnson.^^ 

The  letter  described  the  obligation  of  Navy 
V-12  and  Army  ASTP  medical  students,  like 
Doctor  Hearne,  and  said  in  part: 

A quota  of  volunteers  has  been  estab- 
lished for  your  state  in  this  vital  cam- 
paign f seeking  physician  volunteers].  This 
figure  based  upon  the  availability  and 
distribution  of  your  state  appears  on  the 
attached  sheet.  I am  confident  that  you 
and  your  colleagues  will  make  every  ef- 
fort to  make  certain  that  your  state  con- 
tributes its  share  of  professional  man- 
power to  our  Armed  Forces. 

The  attachment  was  as  shown  in  Figure  1. 


However,  Cal  Hearne  was  not  called  to 
active  duty  in  the  Air  Force  until  October  1952. 

He  entered  the  Air  Force  at  Montgomery, 
Alabama,  and  for  the  duration  of  his  service  he 
served  as  a pediatrician  at  an  Air  Training 
Command  Base,  Keesler  Air  Force  Base,  Missis- 
sippi. For  the  most  part,  this  duty  was  not 

unlike  residency 
training  or  private 
practice.  There 
were  26,000  air- 
men assigned  to 
the  base  with 
many  children  and 
with  180  to  200  de- 
hveries  per  month. 
For  the  Hmite  d p e - 
diatric  staff,  the 
work  was  hard  and  the  hours  long.  During  this 
time,  and  in  his  early  civilian  practice,  measles, 
mumps,  chickenpox,  polio  and  meningitis  were 
not  uncommon  and  were  often  followed  by  com- 
plications creating  significant  morbidity  and 
mortality.  He  completed  his  two  year  obHgation 
and  was  honorably  discharged  on  October  10, 
1954. 

Upon  return  to  civihan  life,  he  practiced  pediat- 
rics in  Wilmington  from  1955  to  1991.  Follow- 
ing his  retirement  from  private  practice,  he 
continued  to  work  as  a part-time  contracted 
Medical  Director  for  the  CIGNA  Insurance  Com- 
pany, a position  he  currently  holds. 


Figure  1. 
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Volunteered;  Dr.  Calvin  B.  Hearne,  Memorial  Hospital,  Wilmington. 

In  the  July  2000  issue  of  the  Delaware  Medical  Journal,  we  will  continue  our  coverage  of 
Delaware  Doctors  who  participated  in  the  Korean  War. 
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INSTRUCTIONS  TO  AUTHORS 

The  Delaware  Medical  Journal  (DMJ)  is  owned  and  published 
by  the  Medical  Society  of  Delaware  as  a medium  of 
communication,  education  and  expression  for  its  members, 
and  also  for  others  striving  for  excellence  in  medical  practice. 
Articles  in  the  DMJ  are  intended  to  be  scientific  and 
educational  and  are  not  intended  to  reflect  standards  of 
medical  care.  All  material  published  is  under  copyright.  On 
receipt  of  material  submitted  for  publication,  a suitable 
release  form  will  be  sent  for  signature  by  all  authors. 

Scientific  articles  on  medical  matters  are  especially 
welcomed,  including  case  reports,  clinical  experiences, 
observations  and  information  on  matters  relevant  to 
medical  practice.  Other  material  may  also  be  accepted  if  the 
editorial  staff  deems  it  of  interest  to  DMJ  readers.  All 
submissions  should  include  a brief  summary  and  a brief  (one 
to  two  sentence)  biographical  sketch  of  all  authors. 

It  is  highly  recommended  that  authors  familiarize 
themselves  with  DMJ  style  before  submitting  manuscripts 
for  consideration. 

All  material  for  publication  should  be  submitted  on  a 3 1/2" 
computer  diskette  in  Word  6.0.  A printout  of  the  manuscript 
must  accompany  the  disk.  Manuscripts  may  also  be 
submitted  in  paper  form  (typed  or  printed  out  on  good- 
quality  paper  - one  side  only,  one-inch  margins),  though 
computer  disk  is  preferable.  The  ideal  manuscript  length  is 
two  to  12  pages  with  up  to  12  references,  each  keyed  with 
superscripts  in  the  text  in  the  order  cited.  The  format  should 
follow  that  used  in  the  Index  Medicus.  Authors  are 
responsible  for  the  accuracy  of  the  citations. 

Graphs,  charts  and  black-and-white  glossy  photographs  are 
accepted  if  important  to  the  understanding  of  the  text,  but 
should  not  exceed  four  or  five  pieces.  Each  should  have  a label 
affixed  on  its  back  indicating  its  name,  number,  and  “top.”  A 
separate  legend  should  be  provided  for  each.  Do  not  write  on 
the  back,  or  scratch  or  mar  them  using  paper  clips.  Do  not 
mount  them  on  cardboard. 

Photos  of  patients  should  generally  be  taken  in  a way  that 
obscures  the  patient’s  identity.  Photos  in  which  a patient’s 
face  must  be  clearly  seen,  however,  must  be  accompanied  by 
signed  release  forms. 

All  manuscripts  are  reviewed  by  the  editor  and  all  scientific 
articles  are  then  sent  for  peer  review  by  members  of  the 
Editorial  Board  and/or  other  appropriate  physicians.  The 
usual  processing  time  to  publication  is  two  to  four  months,  i 
though  in  some  circumstances  this  may  be  longer  or  shorter,  i 
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For  the  Good  of  All  Children 

Michael  A.  Alexander,  M.D. 
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“Never  take  another  man’s  bet.  He  wouldn’t 
offer  it  if  he  didn’t  know  somethin’  you 
don’t.”  — TB  Bender. 

Now,  HMOs  are  apparently  betting  with  the 
lives  of  children. 

The  June  issue  of  Pediatrics  (vol  105  pp  1271- 
1278)  has  an  article  which  should  scare  us  all  if 
its  implications  turn  out  to  be  true.  Working 
with  the  California  State  mandated  discharge 
databases,  Dr.  Erickson  and  associates  looked 
at  5,071  admissions  between  1992  and  1994. 
These  were  all  children  under  the  age  of  15 
who  had  had  open-heart  operations.  It  was  a 
simple  study.  The  authors  calculated  the  death 
rate,  per  facility,  of  children  undergoing  car- 


Michael  A.  Alexander,  M.D.,  practices  pediatric  physical  medi- 
cine and  rehabilitation  at  A.  I.  du  Pont  Hospital  for  Children  in 
Wilmington,  Delaware.  He  is  the  president  of  the  Medical  Soci- 
ety of  Delaware. 


diac  surgery.  They  looked  for  any  variations 
in  referral  patterns  to  hospitals  which  had 
higher  death  rates,  sorting  by  whether  the 
child  had  traditional  indemnity  insurance  or 
HMO  coverage.  They  corrected  for  income 
and  severity  of  the  case.  The  results  — HMOs 
were  more  likely  to  refer  the  child  to  a facility 
with  a higher  adjusted  death  rate.  The  study 
did  not  find  any  variability  in  length  of  stay  in 
low  death  or  high  death  rate  hospitals,  there- 
fore, the  authors  concluded  that  costs  were 
comparable.  Based  on  this  study,  one  can 
argue  that  if  you  had  an  HMO  in  California 
and  your  child  needed  pediatric  heart  sur- 
gery, your  child  was  more  likely  to  die. 

What  is  the  rationale?  Where  is  the  flaw 
in  the  system?  I do  not  believe  that  insurance 
CEOs  wish  to  kill  children  to  make  money.  I 
do  believe  that  in  their  rush  to  get  the  best 
rates,  they  are  dismantling  centers  of  excel- 
lence such  as  children’s  hospitals  and  other 
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specialty  hospitals.  Complicated  cases  do  not 
lend  themselves  to  medical  directors  calling 
the  shots  from  their  corporate  perspectives. 
There  is  no  recognition  that  some  centers  are 
more  appropriate.  In  fact,  this  study  sug- 
gests that  cost  may  not  be  the  issue  in  com- 
plex cases  if  length  of  stay  is  any  kind  of 
marker.  I cannot  tell  you,  based  on  the 
article,  whether  the  insurance  company  is 
contracting  with  a system  that  is  giving  them 
the  best  price  or  out-of  loyalty  because  the 
hospital  will  deal  with  them.  Whatever  the 
reason,  the  child  and  the  family  appear  to  be 
paying  a terrible  price. 

This  is  a trend  that  is  just  not  seen  in 
pediatrics  but  in  rehabilitation,  obstetrics, 
cancer  and  other  areas  of  specialty  work 
across  all  of  medicine.  Last  week,  we  had  two 
children  whose  insurance  would  not  cover  the 
du  Pont  Children’s  Hospital  pediatric  reha- 
bilitation program  because  the  insurance  com- 
pany had  a contract  with  an  adult  center.  In 
my  daily  practice,  I see  children  referred  to 
physical  therapists  at  sports  medicine  facili- 
ties with  whom  the  insurance  carrier  has  a 
contract,  even  though  these  children  needed 


therapists  with  experience  and  credentials  in 
working  with  special  needs  children. 

Meanwhile,  back  at  the  ranch,  the  US 
Congressional  Conference  Committee  is  still 
debating  whether  to  give  patients  access  to 
specialists.  Republican  members  of  the  com- 
mittee still  oppose  this  concept  and  are  hold- 
ing the  Patient  Bill  of  Rights  hostage.  Why 
not?  They  still  have  traditional  indemnity 
insurance  and  their  children  are  less  likely  to 
go  to  the  wrong  hospital.  We  have  got  to  stand 
up  to  this  fatal  trend  for  the  good  of  all  the 
children. 

I would  bet  that  if  this  study  is  true,  and 
this  is  happening  to  children,  it  is  happening 
to  adults  as  well.  After  all,  it  is  the  same 
corporate  entities  for  all  ages. 

“Some  things  ain’t  funny” — TB  Bender 

Michael  A.  Alexander,  M.D. 

President 
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We  offer  a full  range  of  nuclear  medicine 
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tional Society  for  Clinical  Densitometry. 

• Cardiac  stress  testing  with 
myocardial  perfusion  imaging 
All  procedures  monitored  by  a 
cardiologist  and  nurse. 
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• Most  insurance  accepted 


NUCLEAR  MEDICINE 
SUITE  2223 

MEDICAL  ARTS  PAVILION  2 
NEWARK,  DE  19713 
302-623-4222 


Christiana  C\RE 

Imaging  Services 


EDITORIAL 


Web-based  Medicine 

G.  Stephen  DeCherney,  M.D.,  M.P.H. 


The  Worldwide  Web  has  changed  how  we 
think  about  our  local  economy  and  brought 
heretofore  unthinkable  economies  of  scale  to 
our  everyday  lives.  Whereas  a small  segment 
of  the  population  was  aware  of  The  Edmund’s 
Guide  to  New  Cars,  in  which  the  dealer’s  costs 
were  listed  in  parallel  with  the  sticker  price, 
now  car  buyers  type  “Buy  Ford  Focus”  into 
their  favorite  search  engine.^  The  work  of  the 
engine  is  to  gather  likely  related  web  pages 
with  information  about  buying  a Ford  Focus. 
The  vocabulary  of  most  search  engines  is  the 
crudest  form  of  pidgin  English:  a verb  and  a 
noun.  Often  I use  only  the  noun  which  broad- 


G.  Stephen  DeCherney,  M.D.,  M.P.H. , is  Editor  of  the  Delaware 
Medical  Journal. 


ens  the  search  to  related  topics.  While  this 
is  not  the  forum  for  a discussion  about  the 
“digital  divide”  of  computer  haves  and  have- 
nots,  it  is  important  to  note  that  this  division 
pertains  to  physicians.  The  general  public 
believes  that  all  physicians  have  and  use 
computers  regularly.  The  truth  is,  of  course, 
otherwise.  Many  physicians  have  computers 
in  their  offices  solely  for  administrative  func- 
tions. Many  are  unfamiliar  with  the  Internet, 
e-mail,  search  engines  or  medical  informa- 
tion sites  such  as  Medscape.  Even  fewer  can 
perform  a reasonably  inclusive  Medline  search 
of  the  NLM  without  the  help  of  a medical 
librarian.  Like  us,  our  patients  reflect  the 
same  mix  of  users  and  uninitiated. 

From  an  economic  viewpoint,  the  practice 
of  medicine  is  not  a “free  and  competitive 
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market.”  Markets  have  the  qualities  of: 

1)  Low  barriers  to  entry  and  exit; 

2)  Full,  or  at  least  similar,  knowledge  by 
seller  and  buyer; 

3)  There  are  enough  buyers  and  sellers  that 
no  individual  can  influence  the  price; 

4)  The  “good”  is  homogenous.  All  sellers 
have  the  same  product,  or  at  least  a 
product  whose  value  can  be  ascertained 
compared  with  other  products.^ 

The  Worldwide  Web  has  dramatically  altered 
criteria  two.  In  the  recent  past,  less  than  20 
years  ago,  patients  only  knew  what  clinicians 
told  them.  There  were  very  few  medical  texts 
written  for  the  layman  with  the  notable  ex- 
ception of  the  Merck  Manual  and  a few  home- 
style  first  aid  books.  Medical  libraries  were 
restricted  to  readers  with  a “need  to  know 
only”  and  identification  was  necessary  for 
entrance.  Medical  texts  were  generally  un- 
available at  local  libraries  or  even  university 
libraries.  The  language  of  medical  texts  was 
sufficiently  obscure  to  discourage  the  casual 
reader.  In  addition,  there  was  a cultural 
taboo  placed  on  leafing  through  such  tomes. 
While  my  late  physician-father  would  always 
send  me  to  the  dictionary,  encyclopedia,  or 
primary  reference  source  over  dinner  con- 
versations, he  would  never  pull  out  one  of  his 
medical  texts  and  explain  it  to  me.  It  just  was 
not  done;  and  we  never  thought  to  question 
this  household  aberrance. 

Patients  are  now  bombarded  with  infor- 
mation whether  they  seek  it  or  not.  Televi- 
sion commercials,  newsprint  advertising, 
radio  commercials  and  so  on  all  speak  regu- 
larly to  our  patients.  Stimulated  by  these 
and  also  slowly  wakening  out  of  the  ignorance 
of  centuries,  consumers  have  started  to  edu- 
cate themselves.  The  Internet  seems  to  have 
accelerated  this  process.  For  all  our  dis- 
claimers about  the  unevenness  of  accuracy  of 
information  our  patients  continue  to  search 
for  answers  from  the  Web. 

Our  historical  guild-like  clannishness  has 
not  served  us  well.  Now  when  we  warn 


patients  about  medical  information  on  the 
web,  they  view  us  cynically,  believing  that  we 
are  simply  trying  to  protect  our  selves.  We 
might  ask  them  directly,  protect  ourselves 
from  what?  Unfortunately,  many  patients 
view  this  as  an  opportunity  to  test  us.  Many 
of  my  patients  would  start  the  conversation 
with,  “I  am  sure  you  know  this,  but  I thought 
I might  bring  it  to  your  attention.  And  I 
wanted  to  ask  you  a question  about  it.”  Do  I 
get  to  choose  from  among  four  answers,  and 
can  I call  a friend?  Patients  come  into  the 
office  frustrated:  about  being  sick,  about  the 
costs  of  being  sick,  about  the  lousy  way  their 
insurance  company  treats  them,  about  the 
lack  of  returned  phone  calls  and  about  every- 
thing else  associated  with  health  care  deliv- 
ery. Searching  the  Web  for  information  re- 
turns some  control  to  them  giving  them  choices 
in  care  and  therapies,  albeit  often  spurious. 

One  reflex  which  is  beginning  to  appear  is 
the  “if  you  can’t  beat  'em,  join  ‘em”  response. 
Practitioners  in  our  community  have  begun  to 
advertise  on-line  consultation,  which  accord- 
ing to  a recent  article  in  The  News  Journal, 
lasts  about  15  minutes.  Although  eventually 
computer-based  practice  will  become  an  ev- 
eryday reality,  it  is  unlikely  to  follow  the  on- 
line consultation  path  for  a variety  of  reasons. 
First,  on-line  consultations  are  subject  to 
great  manipulation  by  either  side  without 
date  and  signature  encrypted  software.  Our 
old  paper  system  has  the  advantage  of  using 
original  source  documents  recognized  by  stat- 
ute and  case  law  as  such.  Digital  messages  are 
less  studied  and  hence  open  to  greater  inter- 
pretation. Patients  might  change  portions  of 
the  electronic  message  on  receipt.  Second, 
how  does  one  offer  an  on-line  consultation  in 
15  minutes  without  supporting  documenta- 
tion such  as  a history,  physical,  laboratory 
tests,  etc.?  Approximately  15  percent  of  all 
medical  records  are  in  digital  form,  so  how 
will  the  consultant  receive  these  electroni- 
cally to  prepare?  Third,  how  will  the  practi- 
tioner separate  truth  from  fiction?  A face-to- 
face  confrontation  has  the  advantage  of  many 
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conscious  and  unconscious  cues  for  the  obser- 
vant clinician.  How  often  has  a patient  exer- 
cised denial  when  his  body  language  belied 
such?  In  my  experience  some  element  of 
denial  or  rationalization  was  almost  always 
present  among  the  chronically  ill.  Fourth, 
the  on-line  consultant  is  equally  responsible 
for  advice  given  as  the  ordinary  consultant. 
He  can  either  give  generic  advice  and  avoid 
exposure  or  be  a true  consultant  and  accept 
the  same  risks.  Why  would  a patient  go  on- 
line with  a specific  doctor  to  get  general 
advice  when  the  same  information  is  free 
from  world-renowned  experts?  These  are  but 
a few  reasons  that  I believe  this  is  the  wrong 
direction. 


Instead,  we  should  fix  the  system  with 
which  we  are  burdened.  No  digitalization  at 
this  time  will  sever  the  Gordian  knot  we  have 
woven.  We  must  cut  it.  Governments  inter- 
vene where  markets  fail.  As  individual  doc- 
tors we  cannot  fix  this  health  care  mess.  We 
will  need  legislation  to  cut  the  knot  and  move 
us  forward. 
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Part  I of  this  series  on  the  War  in  Korea  opened 
with  a description  of  the  peace,  tranquility  and 
well  being  of  the  nation  and  Delaware  five  years 
after  the  conclusion  of  World  War  II.  The 
narrative  continued  to  descirbe  the  destruction 
of  this  peace  on  June  25, 1950  by  the  unprovoked 
aggression  of  North  Korea  invading  South  Ko- 
rea. 

Following  this  introduction,  was  an  account 
of  the  intense  fighting  and  the  harsh  environ- 
ment of  Korea  as  well  as  the  effort  on  the  part  of 
the  United  Nations  to  prevent  escalation  of  this 
conflict  into  World  War  III.  It  outlined  the 
commitment  of  United  States  forces  and  pro- 
vided a chronology  of  the  progress  of  the  war 
including  the  intervention  of  Chinese  Commu- 


William H.  Duncan,  M.D.,  is  a retired  famiiy  physician  and  a 
member  of  the  Medical  Society  of  Delaware.  Dr.  Duncan 
served  in  the  War  in  Korea. 


nist  forces  in  November  1950  after  UN  forces 
had  reached  the  Yalu  River.  The  frustration 
created  by  the  25  months  of  truce  negotiations, 
which  was  utilized  by  the  Communists  for  pro- 
paganda purposes,  was  recounted. 

Preceding  the  introduction  of  the  Delaware 
physicians  who  served  during  the  war  was  a 
narrative  of  the  medical  services  provided  in 
Korea  and  a recounting  of  the  other  nations  who 
actively  participated  in  the  defense  of  South 
Korea. 

Delaware  physicians,  in  the  highest  tradi- 
tion of  the  profession,  contributed  to  the  War  in 
Korea  in  selfless  and  often  heroic  service.  They 
were  called.  They  served.  They  did  their  duty. 
Continuing,  are  their  stories. 


A key  to  the  abbreviations  used  in  this  paper  is  found  on 
the  next  page. 
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Key  to  Abbreviations. 


ACM 

American  Campaign  Medal,  WWII 

ECB 

Engineer  Combat  Battalion 

ADSF 

American  Defense  Service  Medal 

EFMB 

Expert  Field  Medical  Badge 

AFRM 

Armed  Forces  Reserve  Medal 

EIB 

Expert  Infantryman  Badge 

AOA 

Alpha  Omega  Alpha,  Medical  Academic  Honor 

EMS 

Entered  Military  Service 

Society 

Fel 

Fellowship 

APCM 

Asiatic-Pacific  Campaign  Medal,  WWII 

FSB 

Flight  Surgeon  Badge 

AR 

Army 

GCM 

Good  Conduct  Medal 

ARCAM 

Army  Reserve  Components  Achievement 

Inf 

Infantry 

Medal 

Int 

Intern 

ARCOTR 

Army  Reserve  Components  Overseas  Training 

KSM 

Korean  Service  Medal 

Ribbon 

Lt 

Lieutenant,  Army  and  Air  Force 

ARCT 

Airborne  Regimental  Combat  Team 

LT 

Lieutenant,  Navy 

ASR 

Army  Service  Ribbon 

LTC 

Lieutenant  Colonel 

ASTP 

Army  Specialized  Training  Program,  WWII 

LTG 

Lieutenant  General 

College  Educational  Program 

MASH 

Mobile  Army  Surgical  Hospital 

AUS 

Army  of  the  United  States 

MC 

Medical  Corps 

Bde 

Brigade 

MFSS 

Medical  Field  Service  School 

Bn 

Battalion 

MG 

Major  General 

BSM 

Bronze  Star  Medal 

NDSM 

National  Defense  Service  Medal 

Capt 

Captain,  Navy 

OLC 

Oak  Leaf  Cluster 

CIB 

Combat  Infantry  Badge 

OM 

Occupation  Medal 

CM 

Commendation  Medal 

ORC 

Organized  Reserve  Corps 

CMB 

Combat  Medical  Badge 

OSR 

Overseas  Service  Ribbon 

Co 

Company 

P 

Parachutist 

CFT 

Captain,  Army  and  Air  Force 

FH 

Purple  Heart 

DACA 

Delaware  Aid  to  Civil  Authority  Medal 

PUC 

Presidential  Unit  Citation 

DCSC 

Delaware  Conspicuous  Service  Cross 

Regt 

Regiment 

DDSM 

Delaware  Distinguish  Service  Medal 

Res 

Resident 

Div 

Division 

SMS 

Separated  from  Military  Service 

DMMM 

Delaware  Medal  for  Military  Merit 

Surg 

Surgeon 

DME 

Director  of  Medical  Education 

UNK 

Unknown 

DMZ 

Demilitarized  Zone 

UNSM 

United  Nations  Service  Medal 

DSM 

Distinguished  Service  Medal 

USAR 

United  States  Army  Reserve 

DUC 

Distinguished  Unit  Citation 

V-12 

U.  S.  Navy  WWII  College  Education  Program 

EAMCM 

European,  African,  Middle-Eastern  Campaign 
Medal,  WWII 

WWIIVM 

World  War  II  Victory  Medal 
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B-Windber,  PA,  3-21-24.  BS,  Penn  St  Univ,  1944.  MD,  Jefferson  Medical 
College,  1948.  Int:  Del  Hosp,  Wilm,  DE,  48-49.  Res.  IM,  Del  Hosp,  49-52.  EMS: 
11-17-52.  1st  Lt.  Army.  Medical  Officer/Bn  Surg,  223rd  Inf  Regt,  40th  Inf  Div, 
2-53  to  1-54.  Medical  Officer/Int  Med,  FortEustis,  VA,  2-54  to  11-54.  BSM,  CM, 
KSM  (w/2  campaign  stars),  UNSM,  NDSM,  CMB,  ROK  Unit  Citation.  Capt.  SMS: 
11-16-54.  General  Internal  Medicine  practice,  Wilm,  DE,  1954-1973.  Plant 
physician  (Hercules,  Inc.),  Radford  Army  Ammunition  Plant,  Radford,  VA,  1973- 
75.  Asst  Med  Dir,  Hercules,  Inc,  Wilm,  DE,  1975-81.  Corporate  Med  Dir, 
Hercules,  Inc,  1981-89.  Retired  1989. 


Throughout  the  Army,  enlisted  aidmen,  medical  service 
corps  officers,  physicians  and  even  dentists  assigned 
within  a combat  division,  particularly  at  regimental  or 
battalion  level,  were  referred  to  invariably  by  the  combat 
troops  as  “Doc.” 

Even  today  when  Bill  Duncan  talks  to  his  West  Point 
classmates  who  served  with  Barrett  Heckler,  the  ques- 
tion is  always,  “How’s  ‘Doc’  Heckler?”  The  context  of  this 
salutation  is  a true  term  of  respect  and  affection.  The 
morale  of  front  line  troops  is  reflected  in  the  confidence 
they  have  in  their  “Docs,”  and  thereby  in  the  knowledge 
and  confidence,  if  wounded,  injured  or  ill,  everything 
possible  would  be  done  to  restore  them  to  full  physical 
and  mental  wholeness. 


1953 -Korea.  IstLtG.  Barrett  Heckler,  Bn  Surg, 
2d  Bn,  223rd  Regt,  40th  Inf  Div. 


This  was  true  in  the  40th  Infantry  Division.  The  40th  was  a California  National  Guard  Unit 
that  had  been  called  to  active  Federal  service  for  the  “Korean  Emergency.”  After  several 
months  of  training  in  the  United  States,  it,  along  with  another  National  Guard  Division,  the 
45th  Infantry  Division,  was  sent  to  Japan  in  April  1951  to  provide  for  its  defense,  as  Japan  had 
been  stripped  of  all  combat  type  security  troops. It  must  be  remembered  that  in  the  1950s 
there  was  deep  concern  about  what  the  Russians  would  do  while  the  United  States  and  other 
members  of  the  United  Nations  were 
committed  to  the  war  in  Korea.  There 
was  a realistic  belief  that  this  Korean 
“police  action”  was  merely  a diversion  as 
the  Soviet  Union  prepared  to  invade  Ja- 
pan or  Western  Europe.  In  January  1952, 
the  40th  was  committed  to  combat  in 
Korea,  replacing  the  24th  Infantry  Divi- 
sion which  returned  to  Japan. 

G.  Barrett  Heckler,  M.D.,  completed 
his  residency  in  Internal  Medicine  at  the 
Delaware  Hospital  in  June  1952.  Shortly 
thereafter,  it  became  evident  in  discus- 
sions with  Victor  Washburn,  M.D.,  the 
medical  consultant  to  the  Delaware  Se- 
lective Service  System,  that  the  demand 

for  medical  officers  for  the  military  would  1953  . Korea.  Bn  Aid  Station,  2d  Bn,  223rd  Regt,  40th  Inf  Div. 
most  certainly  involve  him.  Doctor  Heck-  Heartbreak  Ridge. 
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ler  and  others  in  similar  circumstances  vol- 
unteered for  active  duty.  He  entered  military 
service  with  the  Army  in  November  1952. 

First  Lieutenant  Heckler’s  first  military 
assignment  was  to  the  Army’s  Medical  Field 
Service  School,  Fort  Sam  Houston,  Texas,  for 
a three-month  basic  course.  About  midway 
through  the  course  the  Army  announced  that 
it  needed  90  physicians  for  duty  in  the  Far 
East  - STAT!  Almost  all  of  his  class  was 
involved.  They  were  given  a short  leave  and 
then  flown  to  Japan.  Doctor  Heckler  was 
assigned  to  Korea.  There  was  no  shortage  of 
medical  officers  so  the  medical  field  services 
schooling  was  continued  at  the  121st  Evacu- 
ation Hospital  in 
Seoul.  Upon 

completion  of  this 
schooling,  he  was 
ordered  to  the  40th 
Infantry  Division 
currently  in  re- 
serve at  Chunchon, 
in  eastern  Korea. 

He  was  assigned  as 
the  Battalion  Sur- 
geon of  the  2nd 
Battalion,  223rd  In- 
fantry Regiment  at 
Inje.  Shortly  after 
his  arrival,  the 
Regiment  went  to 
the  front  to  relieve 
a Republic  of  Korea  Army  (ROKA)  unit  at  The 
Punchbowl.  After  several  months,  they  were 
moved  to  another  front-line  position.  Heart- 
break Ridge,  in  central  Korea. 

Throughout  its  combat  experience,  the 
223rd  faced  only  units  of  the  Chinese  Commu- 
nist Forces  (CCF),  not  the  North  Korean 
Forces,  Democratic  Peoples  Republic  of  Ko- 
rea (DPRK).  By  1953,  all  of  the  United  Na- 
tions Command  (UNC)  forces  were  in  a pos- 
ture of  “active  defense.”  This  was  trench 
warfare,  with  heavily  supported  outposts  sev- 
eral miles  in  front  of  the  main  line  of  resis- 
tance, active  patrolling  and  reconnaissance 
missions,  probing  attacks  usually  of  company 
strength  or  smaller,  with  occasional  battalion 
forays. 


As  battalion  surgeon,  now  Captain  Heck- 
ler was  a special  officer  on  the  battalion  staff 
and  was  responsible  for  the  health  and  wel- 
fare of  all  the  troops  of  the  battalion  and  for 
establishing  a battalion  aid  station.  Most  of 
the  casualties  received  at  Captain  Heckler’s 
aid  station  occurred  at  night.  Nighttime  was 
when  both  sides  did  their  patrolling  and  fre- 
quently made  direct  contact  with  one  another 
or  with  one  another’s  forward  outposts.  Dur- 
ing the  daytime,  however,  there  was  inter- 
mittent artillery  bombardment  on  the 
battalion’s  positions.  The  medical  mission 
was  very  basic:  stop  the  bleeding,  control  the 
pain,  treat  the  shock  and  stabilize,  and  evacu- 
ate to  the  appro- 
priate medical  fa- 
cility to  the  rear. 

In  caring  for 
the  sick,  injured 
and  wounded  of  the 
2nd  Battalion, 
223rd  Regiment, 
Doctor  Heckler 
noted  that  aid  sta- 
tions were  not 
overburdened  with 
equipment.  All  of 
their  supplies 
could  be  packed 
into  three  large 
rubberized  water- 
proof bags.  Occa- 
sionally, they  had  blood  on  hand,  but  for  the 
most  part  depended  on  Dextran  as  a volume 
expander  and  as  a temporary  replacement 
for  blood  or  plasma.  There  were  three  litter 
jeeps  available  to  transport  the  wounded 
back  to  the  regimental  clearing  station  from 
which  the  wounded  were  transported  to  a 
Mobile  Army  Surgical  Hospital  (MASH).  In 
daylight,  under  specifically  defined  condi- 
tions, an  evacuation  helicopter  could  be  called 
to  the  aid  station  to  transport  the  casualty 
directly  to  the  MASH.  The  aid  stations  were 
dug  into  the  side  of  a hill,  provided  with 
wooden  framing  and  a roof.  The  sides  had  one 
or  more  layers  of  sand  bag  protection.  The 
roof  had  a heavy  layer  of  earth  and  was 
covered  with  several  layers  of  sand  bags.  This 
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design  was  to  provide  protection  from  enemy 
mortar  and  artillery  fire. 

Upon  arrival  of  the  wounded  from  the 
front  line  companies,  wounds  were  cleansed 
with  peroxide  and  bandaged  with  a Carlisle 
bandage.  If  indicated,  IV  Dextran  was  started 
and  the  soldier  evacuated  to  the  regimental 
clearing  station  promptly.  No  casualty  stayed 
at  the  aid  station  over  one  hour  unless  held  up 
by  lack  of  transportation.  Each  jeep  had  two 
litter  racks  with  non-litter  cases  fitted  in 
whatever  space  was  available.  Penetrating 
bullet  wounds  of  the  arms  or  legs  were  not 
serious  unless  a large  blood  vessel,  nerve  or 
bone  was  involved.  Some  of  the  more  serious 
bullet  wounds  seen 
included  sucking 
wounds  of  the 
chest,  large  ab- 
dominal wounds 
and  head  wounds. 

Grenade,  land 
mine  and  artillery 
shell  wounds  were 
almost  always  se- 
rious, frequently 
extensively  devas- 
tating, with  miss- 
ing or  badly  dam- 
aged extremities, 
massive  destruc- 
tion of  the  chest 
wall,  abdomen  or 
head.  The  range  of 
injuries  was  unbelievable.  In  civilian  life,  au- 
tomobile injuries  might  approximate  some  of 
the  injuries,  but  explosive  wartime  casualties 
are  in  a class  all  their  own. 

Medications  for  pain  included  morphine, 
codeine  and  aspirin.  Available  antimicrobials 
included  penicillin,  tetracyclines  and  gantrisin 
(a  sulfanilamide).  In  combat  there  were  few 
sick  soldiers,  but  occasionally  they  would 
receive  an  early  case  of  Hemorrhagic  Fever. 
These  soldiers  presented  with  a history  of 
very  sudden  onset  of  symptoms  sounding  like 
influenza,  including  high  fever  and  conjuncti- 
val hemorrhages.  These  soldiers  were  imme- 
diately evacuated  to  a designated  MASH  hos- 
pital that  handled  Hemorrhagic  Fever  exclu- 


sively. Because  of  its  high  mortality  rate,  the 
GIs  dreaded  this  disease. 

Helicopters  were  used  for  evacuating  ca- 
sualties and  Hemorrhagic  Fever  cases.  The 
helicopters  were  very  simple  “plastic  bubble 
choppers”  with  two  outside  racks  for  litters. 
A flat  helicopter  landing  pad  was  always  built 
close  to  the  aid  station.  When  a “chopper”  was 
on  the  way,  the  landing  area  would  be  marked 
with  a colored  smoke  grenade.  The  helicopter 
was  reserved  for  the  most  life  threatening 
conditions,  as  they  overflew  the  usual  chain  of 
evacuation,  going  directly  to  the  surgical  hos- 
pital facility  that  would  handle  this  type  of 
injury.  Specialization  was  available  in  the 

combat  zone.  The 
use  of  the  helicop- 
ter, however,  was 
limited.  The 

weather  had  to  be 
good,  no  fog,  no 
rain,  no  high  winds 
and  only  during  the 
day.  The  landing 
pad  had  to  be  in  pro- 
tected terrain  free 
of  any  enemy  inter- 
diction. 

From  time  to 
time,  Chinese  pris- 
oners were  treated 
at  the  aid  station. 
They  were  promptly 
treated  for  their 
wounds  and  turned  back  to  the  personnel 
responsible  for  their  security  and  placed  in 
the  POW  medical  chain  of  evacuation.  They 
were  always  very  quiet  and  very  frightened. 
Captain  Heckler  never  encountered  a CCF 
soldier  who  spoke  English,  so  conversation 
was  very  limited. 

The  U.S.  Army’s  11-man  infantry  squad 
had  its  beginnings  in  the  Korean  war.  The 
standard  squad  in  WWH  was  nine  men.  Early 
in  the  war,  none  of  the  committed  units  were 
at  full  strength.  This  manpower  shortage  was 
addressed  by  assigning  South  Korean  sol- 
diers to  each  American  unit.  In  this  manner, 
there  were  generally  seven  American  sol- 
diers in  each  squad  and  four  KATUSA  (Ko- 
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rean  Army  Attached  United  States  Army). 
This  augmentation  made  for  some  interest- 
ing medical  problems.  Tuberculosis  was  a 
major  endemic,  if  not  epidemic,  disease  among 
Koreans.  It  was  not  unusual  to  find  ROK 
(Republic  of  Korea)  soldiers  on  duty  with 
extensive  cavitated  lung  lesions.  Doctor  Heck- 
ler also  saw  at  least  one  case  of  leprosy.  In 
addition,  smallpox  was  endemic  to  the  penin- 
sula, requiring  vaccination  of  all  the  Ameri- 
can and  Korean  soldiers  in  the  battalion,  in 
place,  in  the  trenches. 

At  the  time  of  the  Armistice,  July  27, 
1953,  Captain  Heckler’s  battalion  was  at  Heart 
Break  Ridge.  The  Armistice  documents  were 
signed  at  Panmunjon  at  1000  hours,  but  the 
truce  was  not  effective  until  2200  hours.  The 
battalion  underwent  very  heavy  shelling  that 
day  from  early  in  the  morning  until  exactly 
2200  hours,  when  it  all  just  stopped.  Doctor 
Heckler’s  recollection  of  the  moment  was, 
“The  silence  was  deafening.  We  walked  out- 
side our  bunkers;  took  off  our  helmets  and 
had  great  trouble  believing  it  was  over.  It  was 
very  quiet.  There  were  no  cheers.  It  was  a 
very  somber  occasion.” 


All  military  forces  along  the  now  desig- 
nated line  of  demarcation  were  required  to 
pull  back  from  their  front  line  positions  a mile 
and  a half.  During  this  time,  however,  they 
remained  on  full  combat  alert.  For  the  re- 
mainder of  the  year,  the  40th  remained  “on 
line,”  moving  from  Heart  Break  Ridge  to 
Kumhwa  Valley  to  White  Horse  Mountain. 

Doctor  Heckler  gives  high  praise  to  the 
enlisted  aidmen  who  served  with  him,  “Our 
aid  station  personnel  were  well  trained  and 
did  an  excellent  job  under  very  trying  circum- 
stances.” 

Captain  Heckler  rotated  back  to  the 
United  States  in  January  1954.  He  completed 
his  military  service  at  Fort  Eustis,  Virginia, 
initially  as  a dispensary  officer  and  later  as  an 
internist  at  the  post  hospital.  He  was  dis- 
charged in  November  1954  and  returned  to 
the  private  practice  of  internal  medicine  in 
Wilmington,  Delaware,  from  1954  to  1973.  He 
then  accepted  an  appointment  in  the  medical 
department  of  Hercules,  Inc.,  becoming  cor- 
porate Medical  Director  in  1981.  He  retired 
from  Hercules  in  1989. 


WILLIAM  J.  HOLLOWAY 


B-Baltimore,  MD,  12-28-25.  BS,  Western  Maryland  College,  1946.  MD,  Univof 
Maryland,  1948.  Int:  UnivHosp,  Baltimore,  48-49.  Res.  IM,  UnivHosp,  Baltimore, 
49-50;  Del  Hosp,  Wilm,  DE,  50-52.  EMS:  11-17-52.  IstUArmy.  Medical  Officer/ 
Bn  Surg,  3rd  Bn,  160th  Inf  Regt,  40th  Inf  Div,  1-53  to  4-54.  Medical  Officer/Int 
Med,  Aberdeen  Proving  Ground  Hosp,  MD,  5-54  to  11-54.  BSM,  KSM  (w/2 
campaign  stars)  UNSM,  NDSM.  Capt.  SMS:  1 1-16-54.  General  Internal  Medicine 
practice  with  specialty  in  infectious  diseases,  Wilm,  DE,  1954-Present. 


In  1952,  William  J.  Holloway  volunteered  for  active  duty 
after  a “chat”  with  Victor  Washburn,  M.D.,  the  medical 
director  of  the  Selective  Service  System  for  Delaware.  At 
that  time,  the  miracle  drugs  penicillin,  tetracyclines, 
Chloromycetin,  streptomycin  and  the  antimicrobial 
sulfanilamides  seemed  to  have  infectious  diseases  on  the 
run.  These  were  the  only  antimicrobials  available.  It  was 
the  sudden  change  in  that  picture,  the  discovery  of 
resistent  bacterial  strains,  in  the  later  1950s,  that  in- 
spired Doctor  Holloway  to  concentrate  his  medical  ca- 
reer in  infectious  diseases. 

Appointed  a First  Lieutenant,  Medical  Corps,  Doctor 
Holloway’s  first  assignment  was  to  the  Army’s  Medical 


1953  - Korea.  1st  Lt  William  J.  Holloway.  Bn 
Surg,  3rd  Bn,  160th  Inf  Regt,  40th  Inf  Div. 
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Field  Service  School,  Fort  Sam  Houston, 
Texas,  for  the  basic  indoctrination  course  for 
newly  appointed  medical  officers.  This  stay 
was  short  lived.  About  half  way  through  the 
course  an  “emergency”  call  came  through  for 
medical  officers  to  be  sent  to  Korea  because 
of  a reported  shortage.  On  arrival  in  the  war 
zone,  this  “emergency”  proved  to  be  without 
foundation,  and  the  new  medical  officers 
caught  up  in  this  move  were  given  an  addi- 
tional six  weeks  of  military  medical  training 
in  Seoul  under  the  auspices  of  the  Eighth 
Army  Medical  Section. 

Most  of  this  training  was 
held  at  the  121st  Evacua- 
tion Hospital. 

Subsequent  to  the 
completion  of  this  school- 
ing, Lieutenant  Holloway 
was  assigned  as  the  Battal- 
ion Surgeon,  3rd  Battal- 
ion, 160th  Infantry  Regi- 
ment, 40th  Infantry  Divi- 
sion. Then,  and  now,  it  ap- 
peared to  him  that  his  bat- 
talion seemed  to  always  be 
on  the  move,  encountering 
unique  and  interesting  as- 
signments. 

One  early  assignment 
was  a two-month  stint 
guarding  a tungsten  mine 
near  Sangdong.  Tungsten 
is  a very  important  min- 
eral used  in  steel  making 
and  other  war  related  in- 
dustries. Intelligence  re- 
ports indicated  that  much  of  the  production 
from  this  mine  was  finding  its  way  to  North 
Korea  or  to  the  black  market.  This  allegation 
was  serious  enough  that  this  combat  capable, 
full  strength  infantry  battalion  was  sent  to 
guard  and  protect  the  mine. 

During  this  duty  at  the  mine,  1st  Lt 
Holloway  learned  a traditional  aspect  of  Army 
life,  the  essential  role  of  the  non-commissioned 
officer.  He  speaks  with  great  affection  and 
high  regard  for  his  1st  Sergeant,  Sgt 
Macintosh.  Sgt  Macintosh  was  an  outstand- 
ing aidman  and  knew  the  Army  and  all  of  “the 
tricks  of  the  trade.”  In  anticipation  of  a visit 


by  the  Eighth  Army  Commander,  General 
Maxwell  Taylor,  the  sergeant  provided  this 
advice,  “General  Taylor  asks  questions,  and 
he  wants  answers.  If  he  asks  you  a question, 
don’t  hem  and  haw  around,  answer  him  imme- 
diately and  with  authority.”  Indeed,  when 
General  Taylor  arrived  at  the  aid  station  and 
Lieutenant  Holloway  reported  to  him,  the 
question  was  asked.  “Doctor,  what’s  the  vene- 
real disease  rate  in  your  battalion?”  With  no 
hesitation  the  reply,  “1.3  per  1,000,  sir.” 
General  Taylor  was  impressed  and  told  the 
battalion  commander  that 
this  was  the  first  doctor 
able  to  answer  the  ques- 
tion. The  battalion  com- 
mander was  ecstatic  as 
General  Taylor  apparently 
dwelled  on  this  positive  re- 
sponse. Even  to  this  date, 
however.  Doctor  Holloway 
has  absolutely  no  idea  what 
the  battalion’s  VD  rate  was. 

Another  unusual,  but 
necessary  employment  of 
this  battalion  was  an  as- 
signment for  another  two 
months  as  peripheral  guards 
of  the  prisoner-of-war  com- 
pounds on  the  island  of 
Kojedo.  It  should  be  re- 
membered that  by  the  end 
of  the  war  UN  Forces  held 
well  over  100,000  POWs. 
Early  in  the  war,  the  pris- 
oners were  held  in  com- 
pounds near  Pusan,  but 
following  the  Inchon  landings,  tens  of  thou- 
sands of  prisoners  overwhelmed  the  facilities 
of  these  compounds,  and  camps  were  estab- 
lished on  Kojedo.  Suffice  to  say,  dealing  with 
these  prisoners  became  one  of  the  most  dif- 
ficult and  trying  aspects  of  the  war.  Based  on 
political  fanaticism,  there  were  numerous 
riots  causing  casualties,  including  death, 
among  both  the  prisoners  and  the  guards.  In 
May  1952,  the  prison  camp  Commandant,  BG 
Francis  T.  Dodd,  was  captured  and  held  hos- 
tage by  a group  of  prisoners.  When  the  truce 
talks  broke  down  because  of  the  insistence  by 
the  UN  of  non-forcible  repatriation,  the  riots 


1953  - Korea.  1st  Lt  William  J.  Holloway.  Bn 
Surg,3rd  Bn,  160th  Inf  Regt,  40th  Inf  Div.  "Clown- 
ing around." 
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and  hostilities  worsened.  Unfortunately  and 
incomprehensible  to  American  physicians  and 
nurses,  the  “hot  bed”  for  much  of  this  hostility 
was  centered  in  the  prison  hospitals.  “Ameri- 
can doctors  were  in  a strange  situation,  con- 
fronted by  patients  who  were  also  enemies, 
uncertain  whether 
to  halt  food  and 
treatment  in  hopes 
of  restoring  order 
or  to  follow  their 
ingrained  profes- 
sional instincts  to 
minimize  suffering 
and  loss  of  life  de- 
spite all  provoca- 
tions.”^® During  a 
riot  in  a hospital, 
picture  this,  “A  bi- 
lateral amputee 
crawls  out  of  his 
[tear]  gas-filled  hut 
on  his  stumps,  leans 
against  the  side  of 
his  hut  for  support, 
and  aims  a sharpened  litter  pole  at  a passing 
GI,  who  sees  him  just  in  time.  Clobbered  over 
the  head  with  a rifle  butt,  the  POW  tumbles 
into  a muddy  drainage  ditch,  the  spear  bounc- 
ing in  after  him.  GI  medics  following  behind 
pull  him  out...”  First  Lieutenant  Holloway’s 
battalion  was  never  confronted  with  such 
overt  hostilities  during  their  tour,  but  the 
threat  was  such  that  the  presence  of  a combat 
infantry  battalion  was  necessary.  At  his  bat- 
talion aid  station,  during  their  assignment, 
care  for  routine  injuries  and  illnesses  was  the 
order  of  the  day,  nothing  serious. 

In  the  early  summer  of  1953,  the  Regi- 
ment was  returned  to  the  line  in  reserve  and 
was  in  that  position  at  the  time  of  the  Truce 
on  July  27,  1953.  This  was  followed  by  occupy- 
ing positions  on  the  Demarcation  Line  near 
Chorwon,  still  on  a full  war-time  alert.  During 
this  period,  then  Captain  Holloway  became 
the  Regimental  Surgeon.  The  regiment  main- 
tained these  positions  from  late  summer  to 
the  spring  of  1954  when  Dr.  Holloway  rotated 
back  to  the  United  States.  During  its  time  on 


the  line,  the  unit  continued  to  train  for  com- 
bat. However,  in  a few  months  after  the  truce, 
the  duty  became  routine.  The  illnesses  and 
injuries  seen  during  this  time  were  not  unlike 
Army  garrison  duty  anywhere  in  the  world 
with  the  single  exception  of  the  high  inci- 
dence of  venereal 
disease. 

Dr.  Holloway 
became  interested 
in  infectious  dis- 
eases during  his  in- 
ternship at  the  Uni- 
versity of  Mary- 
land. He  attributes 
this  interest  to 
the  mentoring  of 
Theodore  Wood- 
ward, M.D.,  an  in- 
fectious disease 
specialist  at  the 
University.  Doctor 
Woodward  had 
been  very  active  in 
his  specialty  while 
in  the  Army  during  WWH  and  became  an 
Army  consultant  during  the  War  in  Korea. 
The  “plague”  of  this  war  was  Hemorrhagic 
Fever,  the  cause  of  which,  the  Korean 
Hantavirus,  was  not  discovered  until  after 
the  war.  This  disease  among  UN  Forces, 
primarily  on  the  western-  front,  had  a 25 
percent  mortality  rate  due  to  renal  failure. 
The  48th  MASH  was  devoted  to  the  treatment 
of  this  disease.  Doctor  Woodward  came  to  the 
48th  to  present  an  all-day  seminar  for  the 
38th  Parallel  Medical  Society.  Prior  to  the 
seminar  he  visited  Doctor  Holloway’s  aid  sta- 
tion and  presented  him  with  two  bottles  of 
Scotch,  and  thereby  assured  his  attendance 
at  the  seminar. 

In  April  1954  Doctor  Holloway  rotated 
back  to  the  United  States.  From  May  until 
November  he  served  as  a general  medical 
officer  in  the  hospital  at  the  Aberdeen  Prov- 
ing Ground,  Maryland.  After  his  discharge  in 
November  1954,  he  returned  to  Wilmington 
to  the  practice  of  Internal  Medicine,  special- 
izing in  infectious  diseases. 


1953  - Korea.  1st  Lt  William  J.  Holloway.  Bn  Surg,  3rd  Bn,  160th  Inf 
Regt,  40th  Inf  Div.  "The  professor." 
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DAVID  S.  HOWARD 

B- Jefferson  City,  Ml,  8-17-24.  Attended  Baylor  Univ;  Mississippi  Col.  MD,  Baylor 
College  of  Medicine,  1947.  Int:  St  Louis  City  Hosp,  St.  Louis,  MO,  47-48.  Res. 

Pediatrics,  Kansas  City  Hosp  and  Children’s  Mercy  Hosp,  Kansas  City  MO, 

48-50.  EMS:  1950.  Medical  Officer,  Navy,  LT(jg).  Corpus  Christi,  TX;  San 
Antonio,  TX  ACM,  WWIIVM,  NDSM.  LT.  SMS:  1952.  Pediatric  practice,  San 
Antonio,  TX,  1952  to  1965.  Pediatric  and  Family  Practice,  Ocean  View,  DE, 

1970-1992.  D-Lewes,  DE,  9-10-93. 

Little  is  currently  known  about  David  Howard’s  Korean 
War  service,  though  it  appears  he  was  an  early  entrant 
to  active  duty  for  the  Korean  emergency.  What  is  known 
about  his  military  service  is  that  he  was  probably  World 
War  II’s  youngest  Navy  V-12  student  to  graduate  from 
medical  school  in  1947.  There  are  references  to  his  having 
served  during  WWII  at  Corpus  Christi,  Texas  and  San 
Diego,  California.  During  their  breaks  in  schooling,  stu- 
dents in  both  the  Army  ASTP  and  the  Navy  V-12  pro- 
grams were  still  on  active  military  duty  and  most  fre- 
quently were  sent  to  serve  as  corpsmen  at  various 
military  hospitals.  Such  hospitals  existed  in  both  the 
cities  named. 

Dr.  Howard  was  on  active  duty  with  the  Navy  from  1950  to  1952.  Apparently,  his  duty 
stations  and  assignments  were  similar  to  those  of  his  WWII  service,  namely.  Corpus  Christi, 
Texas,  and  San  Antonio,  Texas.  He  was  discharged  in  1952.  He  subsequently  returned  to  active 
duty  in  1965.  At  that  time,  he  was  assigned  to  the  Great  Lakes  Naval  Base,  Waukegan,  Illinois, 
and  appears  to  have  remained  there  until  1968.  In  addition  to  serving  as  a general  medical 
officer,  he  was  also  active  in  professional  personnel  recruiting  for  the  Navy.  Additional 
assignments  during  this  period  were  to  Orlando,  Florida,  and  Fort  Douglas,  Salt  Lake  City, 
Utah.  During  most  of  this  active  duty  he  was  assigned  to  the  Navy-Army  Medical  Research 
Unit  (NAMRU).  During  this  period  he  was  promoted  to  Captain.  He  received  his  second 
discharge  in  1970. 

In  both  instances  following  his  discharge  from  active  duty  he  remained  in  the  active  naval 
reserve.  His  last  naval  reserve  assignment  was  to  a Mobile  Inshore  Undersea  Warfare  Unit, 
Lewes,  Delaware.  He  retired  from  this  unit  as  a Captain. 

His  civilian  practice  of  pediatrics  included  13  years  in  San  Antonio,  Texas.  He  opened  a 
pediatric  practice  in  Ocean  View,  Delaware,  in  1970  and  soon  discovered  that  his  patients’ 
parents  also  needed  a physician.  As  a result,  he  extended  his  practice  to  include  Family 
Practice.  He  died  in  Lewes,  September  10,  1993. 
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JOHN  F.  W.  KING 

B-Wilmington,  DE,  10-6-14.  AB,  St.  Joseph’s  Col,  Phila,  PA,  1936.  MD, 

Jefferson  Med  Col,  1940.  Int:  Misericordia  Hosp,  Phila,  PA,  40-41.  Res- Surgery, 

Memorial  Hosp,  Wilm,  DE,  47-48.  EMS:  6-7-40,  Army,  IstLt;  Transfer  to  Navy, 

6-41,  LT(jg);  Aviation  Medicine,  Flight  Surgeon,  Patrol  Squadron  54,  South 
Pacific  Theater,  43-44;  Roosevelt  Field,  NY,  44;  Escort  Carrier  USS  Salerno 
Bay,  44-46;  USNH  Brooklyn,  NY,  46-47.  SMS  (WWII):  3-29-47.  EMS:  9-13-50. 

Cdr.  Naval  Air  Station,  Quonset  Point,  Rl.  ADSM,  ACM,  APCM  w/3  campaign 
stars,  WWIIVM,  NDSM,  FSB.  Capt.  SMS:  4-2-53.  Pvt  practice  OB-GYN,  1948- 
1950.  Dir  of  Sv,  Amer  Cancer  Soc,  NYC,  1953-1963.  Strang  Cancer  Prevention 
Ctr,  1963-1968.  VP  and  Assc  Med  Dir,  Equitable  Life  Assurance  Soc,  Employee 
Health  Sv,  1968-1981. 

No  other  Delaware  physician  called  to  active  duty  during 
the  Korean  War  “Police  Action”  can  claim  more  active 
duty  military  experience  than  John  F.  W.  King. 

Doctor  King  had  almost  six  years  of  active  duty 
during  World  War  II,  the  majority  of  which  was  spent  in 
the  South  Pacific  where  he  earned  three  battle  stars  for 
service  on  Guadalcanal,  New  Georgia,  and  Bougainville 
as  a member  of  an  amphibious  air  patrol  squadron  and 
later  as  the  senior  medical  officer  on  the  escort  aircraft 
carrier  Salerno  Bay. 

Because  he  maintained  active  naval  reserve  status,  by  the  time  he  was  recalled  to  active 
duty  in  1950  he  had  achieved  the  rank  of  Commander.  At  this  time,  he  was  still  qualified  as 
a naval  flight  surgeon  and  was  a practicing  obstetrician/gynecologist.  His  duty  station  for  this 

period,  1950-1953,  was  the  U.S.  Naval  Air 
Station,  Quonset  Point,  Rhode  Island,  as 
a medical  officer  of  the  Family  Unit  due  to 
his  specialty  of  OB-GYN.  In  addition,  he 
was  the  unit’s  executive  officer.  As  an 
additional  duty,  he  was  assigned  as  the  air 
arm’s  Ejection  Seat  Officer.  This  later 
duty  consisted  of  providing  training  for 
all  carrier  air  group  pilots,  when  their 
carriers  were  docked  or  moored  in  the 
northeast,  in  the  safe  use  of  the  powered 
ejection  seat.  The  Department  of  the  Navy 
had  assigned  all  training  programs  on 
seat  ejection  to  the  Medical  Department 
because  of  the  physical  hazards  related  to 
seat  ejection.  All  Navy  pilots  were  re- 
quired to  have  this  orientation  except  for 
those  flying  multi-engine  aircraft. 

Dr.  King  was  released  to  inactive 
duty  on  April  2,  1953,  but  maintained  his  active  Navy  reserve  status,  being  promoted  to  the 
rank  of  Captain  in  1961.  After  his  active  duty,  he  accepted  an  appointment  as  Director  of 
Service  on  the  national  staff  of  the  American  Cancer  Society,  headquartered  in  New  York  City, 
until  1963.  He  then  became  Associate  Director  of  the  Strang  Cancer  Prevention  Center  until 
1968.  From  1968  until  his  retirement  in  1981,  he  was  an  Assistant  Vice  President  and  Associate 
Medical  Director  for  Equitable  Life  Assurance  Society’s  Employee  Health  Service,  also  in  New 
York  City. 


c.  1950  - Naval  Air  Station,  Quonset  Point,  Rl.  Cmdr  John  F.W.  King 
(right)  provides  an  orientation  to  the  Air  Station  Commander,  Capt 
Burroughs,  on  the  newly  installed  ejection  seat  trainer. 


c.  1950  - John  F.  W.  King.  Commander,  U.S. 
Navy,  Flight  Surgeon,  wearing  "experimental" 
green  uniform. 
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HOWARD  H.  LYONS 

B-Chester,  PA,  12-11-22.  BS,  Ursinus,  1943.  MD,  Temple  Univ,  1946.  Int: 

Waterbury  Gen  Hasp,  Waterbary,  CT,  46-47.  Res.  Radiology,  Del Hosp,  58-61. 

EMS:  11 -12-42  [VI 2],  7-12-47,  LT  (jg).  General  Medical  Officer.  USNH,  Newport, 

Rl;  Naval  Gun  Factory,  Wash,  DC;  Fleet  Aircraft  Service  Squadron  106;  USNAir 
Station,  Atlantic  City,  NJ;  Air  Transport  Squadron  2 1;  Air  Transport  Squadron  3; 

USS  Leyte  (CVS-32).  ACM,  WWIIVM,  KSM,  UNSM,  NDSM.  Cdr.  SMS:  3-28-58. 

Radiology,  Sacred  Heart  Hospital,  Chester,  PA,  1961  to  1965;  Nanticoke  Mem 
Hosp,  1965  to  1985.  D-Wilmington,  DE,  5-25-85. 

Upon  completion  of  his  internship  in  1947,  Howard  Lyons 
began  his  active  duty  as  a Navy  V-12  obligation.  Official 
records  of  the  Navy  show  he  served  on  active  duty  from 
November  12,  1942,  to  March  28,  1958.  These  dates  would 
encompass  his  entire  medical  education  at  Temple  Uni- 
versity School  of  Medicine. 

His  first  duty  station,  as  a general  medical  officer, 
was  the  U.S.  Naval  Hospital,  Newport,  Rhode  Island.  He 
served  at  this  hospital  for  just  two  months  when,  in 
September,  he  attended  the  Basic  Refresher  Course  at 
the  Naval  Medical  Center,  Bethesda,  Maryland.  Though 
on  graduation  he  was  recommended  for  sea  duty,  he  was 
instead  assigned  to  the  Naval  Gun  Factory,  Washington,  D.C.  His  Officer  Fitness  Report  for 
this  duty  commented,  “An  industrious  hard  working  officer  with  fine  personality.  Is  thorough 
and  conscientious  in  his  work.  Has  a pleasing  manner  and  gains  confidence  of  all  who  come  in 
contact  with  him.  Splendid  military  and  personal  character.  Well  qualified  for  promotion.” 

Noting  his  length  of  active  duty  and  his  easy  adjustment  to  military  life,  it  would  appear 
that  LT(jg)  Lyons  may  have  been  considering  a career  in  military  medicine.  This  is  particularly 
noteworthy  in  his  selection  to  attend  the  Naval  Flight  Surgeons  School,  Pensacola,  Florida. 
On  graduation  from  this  school  he  was  assigned  as  a Flight  Surgeon  to  Fleet  Aircraft  Service 
Squadron  106.  Though  the  location  of  this  squadron  is  not  currently  known,  while  attached, 
he  was  placed  on  temporary  duty  at  the  Naval  Air  Station,  Argentia,  Newfoundland.  It  was 
during  this  period  he  was  promoted  to  “full”  Lieutenant. 

The  next  assignment  to  come  his  way  was  as  a Flight  Surgeon  at  the  U.S.  Naval  Station, 
Atlantic  City,  New  Jersey.  He  remained  at  this  duty  station  for  two  years,  until  February  1953, 
at  which  time  he  was  assigned  to  “Air  Transport  Operations,  Pacific,"  namely  Transport 
Squadron  21.  This  unit  was  part  of  the  Department  of  Defense  Military  Airlift  Transport 
Service  (MATS).  At  some  time  during  this  tour  of  duty  he  was  assigned  to  Korea. 

In  late  1954,  he  was  transferred  to  Air  Transport  Squadron  3,  Moffett  Field,  California. 
There  he  performed  the  routine  duties  expected  of  a flight  surgeon.  While  on  this  assignment 
he  was  promoted  to  Lieutenant  Commander.  Sometime  in  1956,  the  squadron  was  transferred 
to  McGuire  Air  Force  Base,  New  Jersey.  In  1957,  he  was  promoted  to  Commander. 

His  last  duty  station  was  aboard  the  aircraft  carrier  USS  Leyte  (CVS-32),  assigned  to  the 
Atlantic  Fleet.  In  addition  to  his  medical  duties  as  a flight  surgeon,  he  was  also  responsible 
for  the  administration  and  supervision  of  the  medical  detachment  on  board.  As  an  interesting 
side-light,  he  volunteered  for  the  task  of  managing  the  ship’s  “commercial”  radio  station  for 
which  he  was  commended  for  “...arousing  and  maintaining  interest...”  regarding  the  morale 
and  welfare  of  the  ship’s  complement. 


1946  - Howard  H.  Lyons.  Navy  V-12  student, 
Temple  University  School  of  Medicine. 
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He  was  discharged  from  the  Navy  in  March 
1958  to  pursue  a civilian  career  in  radiology. 
Following  his  residency  at  the  Delaware  Hos- 
pital he  served  on  the  staff  of  Sacred  Heart 
Hospital,  Chester,  Pennsylvania,  until  1965. 


At  that  time  he  accepted  the  position  of  Chief 
of  Radiology,  Nanticoke  Memorial  Hospital, 
Seaford,  Delaware.  He  held  this  position 
until  his  death  on  May  25,  1985. 


JAMES  R.  McCarthy 

B-Wilm,  DE,  2-22-24.  Univ  of  Del,  1941-43:  Yale  Unlv,  1943-44.  MD. 

Hahnemann  Med  Col,  1948.  Int:  Memorial  Hasp,  Wilm,  DE.  EMS:  3-8-51. 1st 
Lt.  General  medical  officer,  Fort  Bragg,  NC;  Redstone  Arsenal,  AL  GCM, 

ACM,  WWIIVM,  NDSM.  CRT.  SMS:  3-7-53.  General  Practice,  Wilm,  DE, 

1949-51;  1953-94.  D-Wilmington,  DE,  3-8-94. 

The  reading  of  Pfc.  James  R.  McCarthy’s  World  War  II, 

“Separation  Qualification  Record”  hardly  tells  the 
future  of  this  respected  physician: 

HOSPITAL  ORDERLY  - - Served  at  the  Valley  Forge 
General  Hospital,  Phoenixville,  Pennsylvania.  Swept 
floors  and  carried  bed  pans.  Took  temperature,  pulse, 
and  respiration  of  surgical  patients.  Also  kept  records  of 
patients’  condition. 

However,  these  duties  were  short  lived.  Doctor  James 
R.  McCarthy  was  a member  of  the  U.S.  Army’s  ASTP 
during  World  War  II  as  an  undergraduate  at  both  the 
University  of  Delaware  and  Yale  University.  His  ser- 
vice at  Valley  Forge  occurred  while  awaiting  his  ASTP  placement  in  medical  school.  In  1944, 
after  only  three  years  of  premedical  studies,  he  entered  Hahnemann  Medical  College  also  in 
the  ASTP.  At  the  conclusion  of  the  war,  he  was  still  in  that  status  as  a medical  student.  Though 
receiving  a WWH  Honorable  Discharge  while  in  medical  school,  upon  graduation  he  main- 
tained an  army  reserve  commission  as  a First  Lieutenant  in  the  Medical  Corps. 

As  a result  of  his  ASTP  service  he  also  maintained  an  active  duty  obligation  and  was 
ordered  to  active  duty  from  the  Army  Reserve  on  March  8,  1951.  He  served  as  a general 
medical  officer  first  at  Fort  Bragg,  North  Carolina  and  then  at  Redstone  Arsenal,  Alabama, 
the  Army’s  missile  development  site. 

He  was  discharged  in  1953  and  returned  to  the  general  practice  of  medicine  in  Wilmington, 
until  his  death  in  1994. 


1945  - James  R.  McCarthy.  ASTP  Student.  Photo 
Courtesy  Archives  and  Special  Collections,  MCP 
Hahnemann  University. 


DONALD  H.  McGEE 


B-Roaring  Spring,  PA,  10-26-23.  Attended  Dickinson  Col,  Carlisle,  PA.  MD,  Jefferson  Med  Col,  1947.  Int:  Del  Hosp,  47-48.  Res. 
Del  Hosp,  48-49;  Children’s  Hospital,  Cincinnati,  OH,  49-50.  EMS:  7-1-53,  IstLt,  Army.  Chief  of  Pediatrics,  U.S.  Army  Hosp,  Fort 
Rucker,  AL  and  Fort  Campbell,  KY.  GCM,  ACM,  WWIIVM,  NDSM.  CPT.  SMS:  6-30-55.  Private  practice  of  pediatrics,  Wilm,  DE, 
1950-1953;  1955-1987.  St  Francis  Hosp  Ped  Ctr,  1987-1991.  D-Wilmington,  DE,  5-29-96. 


At  the  conclusion  of  World  War  II,  Donald  H.  McGee  was  completing  his  medical  studies  at 
Jefferson  Medical  College  in  the  Army  ASTP.  Like  many  others  when  the  mobilization  for  the 
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1 953  - Capt  Donald  H . McGee.  Fort  Campbell,  KY. 
"Clowning  around." 


Korean  “police  action”  was  declared,  he  was  called  to 
active  duty  as  an  ASTP  active  duty  obligator. 

He  attended  the  Army  Medical  Field  Service 
School  at  Fort  Sam  Houston,  Texas.  Subsequently,  he 
was  assigned  for  several  months  as  the  Chief  of  Pedi- 
atrics at  the  hospital  in  Fort  Rucker,  Alabama,  and  then 
to  the  hospital  at  Fort  Campbell,  Kentucky.  He  held 
this  position  until  his  two-year  active  duty  tour  was 
completed.  Interestingly,  one  of  his  colleagues,  Joseph 
L.  Ackerman,  a former  intern  at  the  Delaware  Hospital 
when  he  was  a resident,  was  a neighbor  and  also 
assigned  to  the  Fort  Campbell  hospital. 

Following  his  release  from  active  duty  in  1955, 
Dr.  McGee  returned  to  Wilmington  to  continue  his 
private  practice  of  pediatrics.  In  1987,  he  moved  his 
practice  to  the  St.  Francis  Hospital  to  begin  their 
Pediatric  Center.  He  retired  in  1991.  He  died  in  Wilmington 
on  May  29,  1996. 


CHARLES  L.  MINOR 

B-Washington,  DC,  5-19-23.  Univ  of  VA.  MD,  Harvard 
Medical  School,  1947.  Int:  Mass  Memorial Hosps,  47-48. 
Res.  Surgery,  48-49,  Pathology,  49-50,  Mass  Memorial 
Hosps;  Surgery  and  Pathology,  Childrens  Hosp  of  Bos- 
ton 1950;  Research  Fellow,  Mass  Gen,  52-54;  Surgery, 
U of  Penn,  54-55,  Childrens  Hosp  of  Phila,  55-56.  EMS: 
Lt(jg),  5-50.  Medical  Officer/Surgeon.  USNH  Chelsea, 
Boston,  MA,  5-50  to  10-50;  Supply  ship  USS  Achernar 
7-50  to  10-50;  Hospital  ship  USS  Repose,  1 0-50  to  9-51; 
USNH,  Yokosaka,  Japan,  9-51  to  11-51.  KSM,  UNSM, 
NDSM.  LT.  SMS:  11-51.  Associate  in  Red  Surg,  Univ  of 
Penn  Sch  of  Med,  54-66.  Pediatric  Surgery,  Wilm,  DE, 
1966  to  1992. 


During  World  War  II,  Charles  Minor 
served  in  the  Navy’s  V-1  program 
[similar  to  ROTC]  and  the  V-12  educational  program.  Following  his  surgical  residency,  to 
meet  his  outstanding  service  obligation,  he  volunteered  for  and  was  called  to  active  duty 
with  the  Navy  in  May  1950.  He  received  no  special  orientation  to  active  duty.  Navy 
Lieutenant  Charles  Minor  reported  to  his  first  naval  duty  station,  the  U.S.  Naval  Hospital 
Chelsea,  Boston,  Massachusetts.  This  hospital  was  close  to  where  he  had  completed 
medical  school.  His  duties  at  the  hospital  were  similar  to  those  duties  any  junior  attending 
surgeon  would  undertake  in  any  community  general  hospital,  in  this  instance  the  surgical 
care  of  military  personnel  and  their  dependents.  This  routine  medical  practice  was 
interrupted  when  he  was  assigned  to  the  supply  ship  USS  Achernar  on  a mission  to 
Greenland,  to  North  Star  Bay  where  the  Thule  Air  Force  Base  was  under  construction. 


December  1950.  Korea.  United  States  Hospital  Ship  Repose,  AH-1 6, 
anchored  in  Inchon  Harbor.  Photo:  Courtesy  National  Archives,  80-G- 
424017. 
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and  then  to  Canadian  waters  to  resupply  a 
weather  station.  This  was  an  uneventful 
trip,  medically,  but  did  provide  him  the 
opportunity  to  see  Greenland  and  to  experi- 
ence sailing  the  Canadian  archipelago.  The 
ship  did  manage  to 
hit  an  iceberg  and 
on  return  to  Boston 
was  placed  in  dry 
dock  for  repairs. 

In  October  1950, 

Doctor  Minor  was 
assigned  to  the  U.S. 

Naval  Hospital  Ship 
Repose.  At  this  time 
the  Repose  was  sta- 
tioned at  Pusan, 

Korea.  On  his  night 
time  voyage  from 
Japan  to  Korea  to 
join  the  ship’s  com- 
pany, he  witnessed 
the  battleship  Mis- 
souri bombarding 
North  Korean  posi- 
tions on  the  east  coast  of  Korea.  This  was  the 
beginning  of  the  period  in  the  war  when  the 
United  Nations'  of- 
fensive would  even- 
tually reach  the 
banks  of  the  Yalu 
river  and  it  was 
widely  believed  the 
war  would  be  over 
by  Christmas. 

Patients  ar- 
rived at  Pusan  by 
both  rail  and  ambu- 
lance from  prima- 
rily MASH  units  in 
the  north  for  more 
definitive  treat- 
ment and  stabiliza- 
tion. At  that  time, 
the  Repose  was  the 
best  equipped  hos- 
pital in  that  part  of  the  world.  The  staff 
included  specialists  in  all  of  the  major  fields. 
In  military  definition,  this  ship  represented 
a more  sophisticated  evacuation  hospital  by 


providing  some  tertiary  care.  From  time  to 
time,  the  ship  would  sail  to  Sasebo,  Japan, 
and  transfer  patients  to  the  fixed  installa- 
tions there,  then  sail  back  to  Korea. 

In  early  1951,  the  ship  was  returned  to 

Long  Beach,  Cali- 
fornia, where  a he- 
licopter flight  deck 
was  constructed. 
Later  that  year  the 
ship  returned  to 
Korea,  to  Inchon 
harbor,  to  again  be- 
gin receiving  pa- 
tients. The  patients 
arrived  by  helicop- 
ter or  Navy  LST. 
From  time  to  time, 
the  Repose  received 
wounded  needing 
urgent  care  similar 
to  a MASH  as  well 
continuing  to  pro- 
vide more  definitive 
care  and  to  stabi- 
lize patients  for  further  evacuation  to  Japan 
or  the  United  States.  During  this  time.  Lieu- 
tenant Minor  acted 
as  an  assistant  neu- 
rosurgeon and 
urologist  as  well  as 
a general  surgeon. 
He  also  had  the  op- 
portunity to  visit  a 
fellow  navy  surgeon 
serving  at  the  front 
in  a Marine  Corps 
Division  Clearing 
Station  [the  Navy 
provides  all  medi- 
cal care  to  the  Ma- 
rine Corps].  Here, 
he  could  hear  the 
artillery  booming  at 
the  front  as  well  as 
witness  the  imme- 
diate care  of  the  wounded.  The  trip  to  this 
unit  was  also  his  first  trip  in  a helicopter. 

Prior  to  being  shipped  back  to  the  United 
States  for  discharge.  Doctor  Minor  served 


December  1 952.  Korea.  A landing  signal  officer  guides  helicopter  H05S 
with  wounded  to  land  aboard  hospital  ship  Repose  (AH-1 6)  as  corpsmen 
wait  with  stretcher.  Danish  hospital  ship  Jutlandia  HMS  shown  at 
anchor  in  background.  Photo:  Courtesy  National  Archives,  80-G- 
708775. 


December  1 950.  Korea.  X-rays  show  that  the  bullet  has  not  fractured 
the  leg,  but  shows  several  shrapnel  fragments  embedded  in  the  muscle. 
A corpsman  holds  IV  fluid  bottle  during  procedure.  Aboard  the  hospital 
ship  Repose  (AH-1 6).  Photo:  Courtesy  National  Archives,  80-G-427079. 
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for  a short  period  of  time  at  the  naval 
hospital  in  Yokosaka,  Japan. 

Most  vivid  in  Lieutenant  Minor’s 
memory  is  the  outstanding  performance 
of  the  navy  enlisted  corpsmen.  Their 
knowledge,  experience,  professionalism, 
dedication  and  efforts  on  behalf  of  their 
patients  set  an  example  for  which  all 
America  could  be  proud. 

After  discharge.  Doctor  Minor  served 
as  a research  fellow  at  Massachusetts 
General  Hospital,  and  surgical  residency 
and  fellowship  at  The  Hospital  of  the 
University  of  Pennsylvania  and  the 
Childrens  Hospital  of  Philadelphia.  He 
became  an  Associate  in  Pediatric  Surgery 
at  Penn  and  in  1966  opened  a pediatric 
surgical  practice  in  Wilmington,  retiring 
in  1992. 


March  1 951 . Korea.  Army  Pfc  Robert  M.  Jarboe  discusses  his  wounds 
with  nurse  Lt.  Roberta  A.  Ohrman,  physician  Capt.  E.D.  Coyle,  and  U.S. 
Ambassadorto  Korea  John  H.  Muccio  aboard  the  hospital  ship  Repose 
(AH-1 6).  Photo:  Courtesy  National  Archives,  80-G-427903. 


WALTER  W.  MOORE 


B-Somerset,  PA,  1-30-22.  BS,  Franklin  and  Marshall,  1944.  MD,  Jefferson  Medi- 
cal College,  1947.  Int:  Del  Hosp,  1947-48.  Res.  Surgery,  Del  Hosp,  1948-52. 
EMS:  2-1-53.  1st  Lt.  Army.  Medical  Officer/Surgeon,  Clearing  Co,  3rd  Inf  Div,  2- 
19-53  to  6-53;  44th  MASH,  6-53  to  11-54.  GCM,  ACM,  WWIIVM,  KSM,  UNSM, 
NDSM.  Capt.  SMS:  1-31-55.  General  and  Vascular  Surgery,  Wilmington,  DE, 
1955  to  1 976;  Medical  consultant  to  BCBS  DE,  1977  to  1978;  Occupational  Medi- 
cine, DuPont  Co,  1979  to  1993. 


Wally  Moore’s  introduction  to  military  service  occurred 
during  World  War  II  on  his  call  to  active  duty  in  the 
Army  in  1941.  He  attended  basic  training  at  Camp  Grant, 

Illinois.  While  there  he  applied  for  the  Army  Special- 
ized Training  Program  (ASTP)  at  Franklin  and  Marshall 
College.  Since  the  competition  for  these  appointments 
was  keen,  he  was  advised  to  be  in  “perfect”  medical  con- 
dition and  to  gain  some  weight.  He  passed  the  physical 
examination  weighing  only  110  pounds.  This  enlistment 
did  indeed  lead  to  an  appointment  in  the  ASTP  as  a 
premedical  student  at  Franklin  and  Marshall  College, 

Harrisburg,  Pennsylvania,  graduating  in  1944;  subse- 
quently, still  in  the  ASTP,  now  a Private  First  Class, 

acceptance  to  the  Jefferson  Medical  College.  However,  before  the  school  year  started,  Pfc 
Moore  spent  two  months  as  a hospital  orderly  on  an  Eye,  Ear,  Nose  and  Throat  Ward  at 
Indiantown  Gap,  Pennsylvania.  He  was  fortunate  in  that  he  was  continued  in  the  ASTP 
Program  until  his  graduation  in  1947,  the  medical  school  requirements  being  met  in  three 
years. 

Having  had  all  of  his  schooling  paid  for  by  the  Army,  he  maintained  a virtually  indefinite 
military  service  obligation.  Therefore,  it  is  not  surprising  that  shortly  after  he  completed 


1953.  Korea.  1st  Lt  Walter  W.  Moore.  Surgeon, 
44th  MASH.  Winter  clothing. 
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his  surgical  residency  he  was  called  to 
active  duty  as  a surgeon.  As  was  univer- 
sally true  in  1953,  his  first  duty  station 
was  as  a student  at  the  Army’s  Medical 
Field  Service  School,  Fort  Sam  Houston, 
Texas. 

First  Lieutenant  Moore,  after  a short 
leave,  was  scheduled  to  depart  for  Ko- 
rea on  the  troopship  Walker,  but  when 
he  arrived  at  the  ship  it  was  overcrowded 
and  unable  to  take  more  passengers,  de- 
laying his  departure  by  two  weeks.  He 
was  flown  via  Honolulu,  Wake  Island  and 
other  island  stops  in  a propeller  driven 
aircraft  to  Japan,  the  flight  time  being 
in  excess  of  22  hours.  In  Japan,  he  was 
subsequently  transferred  from  Tokyo  to 
Sasebo  and  then  by  ship  to  Pusan,  Ko- 
rea. From  Pusan  he  traveled  by  train  to 
the  3rd  Infantry  Division  Replacement 
Company  and  then  to  the  Division  Medi- 
cal Clearing  Company. 

At  this  time,  the  Division  was  located 
at  Uijonbu  on  the  western  front  in  the  I 
Corps  area.  The  role  of  the  clearing  com- 
pany was  to  receive  wounded,  injured  or 
ill  patients  from  the  regimental  clearing 
companies  and  occasionally  directly  from 
the  battalion  aid  stations.  At  the  clear- 
ing company,  stabilization  was  “the  or- 
der of  the  day.”  The  cardinal  rules  of 
trauma,  to  treat  bleeding,  breathing  and 
shock  in  preparation  for  further  evacua- 
tion for  definitive  care  describe  the 
treatment  rendered  at  the  clearing  com- 
pany. All  surgery  was  done  under  local 
anesthesia.  The  surgeons  were  on  duty 
for  12  hours  on,  12  hours  off. 

A month  before  the  truce  was  signed. 
Doctor  Moore  was  assigned  to  the  44th 
Mobile  Army  Surgical  Hospital  (MASH). 
This  hospital  was  also  located  on  the 
western  front  in  the  I Corps  area.  Though 
it  might  logically  be  assumed  that  in  an- 
ticipation of  the  long  awaited  truce  the 
fighting  would  have  lessened,  this  was  not 
the  case.  The  CCF  and  PRNK  armies  be- 
gan fierce  attacks  to  improve  their  posi- 
tions on  the  anticipated  demarcation 
zone  and  to  use  force  and  UN  casualties 


1953  - Korea.  Area  entry  sign,  44th  Mobile  Army  Surgical  Hospital 
(MASH). 


1953  - Korea.  1st  Lt  Walter  W.  Moore.  Surgeon,  44th  MASH. 


1953 -Korea.  IstLt Walter W.  Moore. Surgeon, 44th MASH. Operating 
Room. 
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1953  - Korea.  1st  Lt  Walter  W.  Moore.  Surgeon,  44th  MASH. 


1 953  - Korea.  Med  Evac  Helicopter  arriving  at  44th  MASH. 


1 953  - Korea.  Casualty  to  be  transported  from  the  44th  MASH  for  more 
definitive  care  in  the  chain  of  evacuation. 


as  “bargaining  chips”  in  the  truce  nego- 
tiations. 

The  MASH  was  a busy  place  indeed. 
By  doctrinal  standards,  the  hospital  was 
to  contain  60  beds  limited  to  surgical 
cases.  In  reality,  this  MASH  probably 
had  some  200  beds  and  was  responsible 
for  both  surgical  and  medical  patients, 
including  psychological.  Patients  arrived 
by  all  possible  means,  primarily  ambu- 
lance and  helicopter.  On  a typical  day  the 
surgeons  did  everything  from  brain  sur- 
gery to  hemorrhoids.  The  flow  of  casual- 
ties was  sporadic.  Most  of  the  fighting 
was  at  night.  In  addition  to  American 
casualties,  the  MASH  also  treated  mem- 
bers of  the  other  UN  forces  fighting  in 
Korea. 

A very  interesting  breakthrough  in 
vascular  surgery  occurred  at  the  44th 
MASH  and  at  other  MASHs  in  Korea.  It 
was  the  use  of  veins  from  the  soldier’s 
legs  to  replace  a vascular  defect  caused 
by  a war  injury.  This  procedure  was  suc- 
cessful largely  due  to  a new  technique  in 
vascular  anastomosis.  The  technique  was 
so  new  that  the  Army  sent  a team  from 
Walter  Reed  Hospital  to  observe  the 
work.  Over  one  hundred  such  repairs 
were  done  in  a short  period  of  time.  Doc- 
tor Moore,  on  his  return  from  Korea, 
took  this  experience,  along  with  believ- 
ing that  veins  would  not  hold  arterial 
pressure,  to  assist  in  developing  a freeze 
drying  technique  of  aortic  homografts 
and  subsequently  performed  such  a graft 
replacement  for  an  abdominal  aortic  an- 
eurysm in  1956,  the  first  in  Delaware  and 
the  beginnings  of  vascular  surgery  in 
Delaware. 

Captain  Moore  returned  from  Korea 
in  November  1954  and  was  assigned  to 
the  Army  War  College,  Carlisle  Barracks, 
Pennsylvania.  He  was  separated  from  the 
military  at  Carlisle  on  January  31,  1955. 
He  returned  to  Wilmington  where  he 
practiced  General  and  Vascular  Surgery, 
and  subsequently  Occupational  Medicine, 
until  his  retirement  in  1993. 
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DEWEY  A.  NELSON 

B-Eldorado,  AK.  12-2-27.  LSU,  1944-47.  BS,  Cornell.  1948.  MD,  Cornell  Unlv 
Med  Col,  1951.  Int:  Bellevue  Hasp,  NY,  51-52.  Res:  Bellevue,  Cornell  DIv,  Neu- 
rology, 8-52  to  9-52;  NYU  Div  Neurology,  9-54  to  7-55;  Cornell  DIv  Neurology,  8- 
55  to  8-57.  EMS:  9-4-52  (Reserve  Commission  activated).  1st  Lt.  Army.  Gen- 
eral Medical  Officer/Battalion  Surgeon.  Bn  Surg,  Cdr  Med  Det,  185th  EngrCmbt 
Bn,  12-11-52  to  7-20-53.  Med  Off,  USAH  (Rehab),  Camp  Omiya,  Japan,  7-21- 
53  to  10-14-53.  Dispensary  Med  Off,  Hqs  Camp  Kokura,  Japan,  10-15-53  to  9- 
54.  BSM,  KSM  (v\//  2 campaign  stars),  UNSM,  NDSM.  SMS:  9-20-54.  Internal 
Medicine,  Neurology,  Wilmington,  DE,  1957  to  1996. 

Dewey  A.  Nelson  was  introduced  to  formal  military  ser- 
vice as  a student  at  Louisiana  State  University  as  a 
member  of  the  University’s  Reserve  Officer  Training 
Corps  (ROTC).  Advancing  through  the  ROTC  ranks,  his 
aptitude  for  the  military  was  recognized  by  his  appoint- 
ment during  his  junior  year  as  a Cadet  Captain  and  Ex- 
ecutive Officer  of  the  1st  Battalion,  LSU  ROTC  Corps 
of  Cadets.  Following  his  acceptance  into  medical  school 
after  two  years  at  LSU  and  one  year  at  Cornell  Univer- 
sity in  Ithaca,  he  continued  his  military  interest  by  join- 
ing the  Cornell  University  Medical  College  ROTC  program.  As  required  by  that  program,  he 
attended  a two-week  summer  encampment  at  Fort  Sam  Houston,  Texas,  learning  basic  mili- 
tary skills  and  military  medicine.  Upon  graduation  from  medical  school  on  June  12,  1951,  he 
accepted  a reserve  commission  in  the  Army  Medical  Corps  as  a First  Lieutenant. 

Knowing  that  the  newly  enacted  1950  amendment  to  the  Selective  Service  Act  of  1948, 
the  “Physicians  and  Dentists  Draft  Act,”  would  soon  call  him  to  active  duty,  he  volunteered 
in  September  1952  to  activate  his  reserve  commission  and  report  for  active  duty.  His  first 
duty  assignment  was  to  the  orientation  course  of  the  Army  Medical  Field  Service  School, 
Fort  Sam  Houston,  Texas.  This  course  had  been  shortened  by  one  month  because  of  the 
pressing  need  for  medical  officers  as  a result  of  the  war  in  Korea.  In  addition  to  the  tradi- 
tional military  and  medical  courses,  the  students  learned  by  the  early  experiences  of  medi- 
cal personnel  in  Korea  that  neither  the  North  Koreans  nor  the  Chinese  Communist  Forces 
abided  by  the  stipulations  of  the  Geneva  Convention  in  regards  to  protections  granted  to 
medical  personnel.  This  had  also  been  true  in  the  Pacific  Theater  during  World  War  II 
against  the  Japanese.  Lieutenant  Nelson  believes  that  the  war  in  Korea  was  the  first  con- 
flict in  which  all  American  medical  personnel  were  thoroughly  trained  in  the  use  of  sidearms, 
rifles  and  automatic  weapons.  In  Korea,  all  medical  officers  and  aidmen  in  the  United  Na- 
tions Far  Eastern  combat  zone  were  issued  weapons  to  protect  themselves  and  their  pa- 
tients from  an  enemy  known  by  their  documented  atrocities  to  kill  medics  and  the  wounded 
in  an  effort  to  demoralize  UN  troops. 

In  November  1952,  1st  Lieutenant  Nelson  was  ordered  to  the  Far  East  Command.  He 
was  assigned  to  the  185th  Engineer  Combat  Battalion  as  commander  of  its  medical  detach- 
ment. At  this  time,  the  185th  was  located  within  the  area  of  responsibility  of  the  40th  Infan- 
try Division.  This  Division  was  in  the  central  front,  part  of  X Corps.  The  area  was  in  a 
rugged  rocky  mountain  range  far  above  the  38th  parallel.  By  the  time  of  his  arrival,  the 
troops  on  both  sides  of  the  front  had  “hunkered  down”  into  trench  warfare  as  the  truce 
negotiations  dragged  on.  The  hope  for  total  victory  was  long  gone  and  “limited  warfare”  was 
the  order  of  the  day.  This  phase  of  the  limited,  but  often  vicious,  warfare  is  often  referred  to 


1952  - 1st  Lt  Dewey  A.  Nelson. 
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1953  - Korea.  1st  Lt  Dewey  A.  Nelson,  Bn  Surg,  185th  ECB.  Bn  Aid 
Station. 


as  the,  “Battle  of  the  Peaks.”  Doctor  Nelson 
notes  that  this  lack  of  “offensive  spirit”  of 
fire  and  maneuver  had  a tendency  to  create 
low  morale. 

The  area  occupied  by  the  185th  was  south 
of  The  Punchbowl 
and  east  of  Artil- 
lery Valley  where 
the  sights  and 
sounds  of  combat 
could  be  heard, 
usually  at  night. 

Sleep  was  some- 
times interrupted 
by  the  pestiferous 
Communist  obser- 
vation plane,  “Bed- 
check  Charlie,”  fly- 
ing over  to  recon- 
noiter  and  some- 
times harass  by 
dropping  bombs.  In 
this  position,  the 

185th’s  mission  was  to  continually  improve 
the  defensive  positions  of  the  UN  forces  by 
building  and  maintaining  roads  and  bridges 
where  none  had  existed  before,  blasting  rock 
to  provide  bunkers 
deep  in  the  Korean 
mountains,  clear- 
ing mines,  con- 
structing tank 
traps,  providing 
water  purification 
sites,  assisting  the 
infantry  companies 
in  improving  their 
defensive  positions 
and,  when  neces- 
sary, fighting  as  in- 
fantry. One  par- 
ticularly daunting 
task  of  the  185th 
was  the  midwinter 

construction  of  the  Sowa-ri  road  that  climbed 
from  a deep  valley  to  the  top  of  a high  peak 
in  order  to  emplace  an  8"  howitzer  used  to 
collapse  the  enemies’  tunnels  in  The 
Punchbowl.  The  Chinese  were  using  these 
tunnels,  dug  through  hundreds  of  yards  of 


1953  - Korea.  Bn  Aid  Station,  185th  ECB. 


solid  rock,  both  for  attacks  and  infiltration 
into  UN  positions. 

Korean  winters  are  harsh,  much  like 
northern  New  York  State.  In  Korea,  a major 
command  effort  was  ordered  to  prevent 

frostbite  and  to 
protect  against 
trench  foot.  Doctor 
Nelson  notes  that 
the  issued  winter 
clothing  weighed 
about  25  pounds.  It 
consisted  of  cotton 
T-shirts  and  shorts, 
two-piece  woolen 
long  underwear, 
wool  shirt  and  trou- 
sers, woolen  socks 
(frequently  two 
pair),  insulated 
boots,  pile  jacket, 
sweater,  field  jacket 
with  liner,  muffler, 
parka,  woolen  hood,  leather  shell  gloves  with 
wool  inserts,  “Mongolian”  type  woolen  hat, 
steel  helmet  and  for  the  front  line  troops  a 
flak  jacket.  Despite  this  superb  equipment 

and  the  command 
emphasis  on  cold  in- 
juries,  the  troops 
continued  to  suffer 
frostbite  and  stub- 
born fungus  infec- 
tions of  the  feet 
from  failing  to 
change  into  dry 
socks  frequently 
and  from  wearing 
the  bulbous  insu- 
lated black  rubber 
“Mickey  Mouse” 
boots,  literally 
standing  in  their 
own  sweat. 

In  reflection.  Doctor  Nelson  noted  that 
upon  being  assigned  to  the  aid  station,  he 
found  that  his  enlisted  aidmen  were  very  pro- 
ficient in  giving  injections,  but  none  had  been 
trained  to  administer  IV  fluids:  an  especially 
difficult  task  in  the  cold  weather  due  to  vaso- 
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constriction.  The  need  for  the  combat  medic 
to  provide  IVs,  the  issued  albumen,  plasma 
and  blood,  was  critical  in  preventing  hemor- 
rhagic shock  by  maintaining  blood  volume. 
All  the  medics  carried  albumen  in  their  aid 
packs.  Doctor  Nelson  hit  upon  the  idea  of 
his  aid  station  performing  the  serologic  tests 
on  the  900  member  attached  Korean  Service 
Corps  Battalion  (KSC).  This  was  approved 
and  before  long  all  medics  of  the  185th  were 
IV  proficient,  even  in  the  deep  freeze  of  win- 
ter warfare. 

Lieutenant  Nelson 
found  himself  very  much 
at  home  among  these  hard 
working  construction  sol- 
diers of  the  185th  ECB  be- 
cause his  father  was  a 
pipeline  welder,  and  he 
had  worked  many  sum- 
mers with  him  as  a ditch 
digger  to  earn  money  for 
college  and  medical  school. 

Life  in  a battalion  aid  sta- 
tion emphasized  the  Army 
truism  "hurry  up  and 
wait.”  It  applied  in  view  of 
the  fact  that  most  of  the 
care  rendered  at  the  aid 
station  was  of  a non-acute 
general  medical  nature, 
creating  lots  of  idle  time. 

This  allowed  Lieutenant 
Nelson  to  become  a quali- 
fied and  licensed  D-8  Bull- 
dozer operator. 

The  nature  of  the  battalion’s  engineer 
work  frequently  extended  far  beyond  the  lo- 
cation of  the  battalion  headquarters  and 
many  times  the  troops  were  unable  to  come 
to  the  aid  station.  For  these  troops.  Lieu- 
tenant Nelson  would  go  to  the  construction 
sites  and  hold  sick  call  for  them  after  sup- 
per, traveling  at  night  to  their  bivouacs.  Re- 
turning to  battalion  headquarters  after  mid- 
night was  extremely  hazardous  not  only  by 
virtue  of  the  mountainous  roads  but  also  due 
to  enemy  infiltrators. 

Medical  officers  in  Korea  treated  a high 
incidence  of  venereal  disease,  primarily 


chancroid,  gonorrhea,  “the  Korean  Crud” 
[later  shown  to  be  Chlamydia  trachomatis], 
and,  rarely,  syphilis  cases.  Because  of  this 
incidence  of  VD,  medical  officers  throughout 
Korea  were  required  to  give  “command  per- 
formance” monthly  lectures  on  VD.  These 
presentations  were  designed  to  stress 
themes  of  medical  science,  morality  and 
other  spiritual  precepts.  These  lectures  in- 
cluded colored  pictures  of  chancroid  and 
other  lesions,  along  with  true  descriptions 
of  demoralized  soldiers  returning  home  to 
wives  and  girl  friends  with 
inadequately  treated  pe- 
nile discharges  from 
chlamydia.  Little  statisti- 
cal evidence  is  available 
that  supports  the  value  of 
this  program;  however, 
the  program,  along  with 
the  provision  of  appropri- 
ate prophylactic  mea- 
sures, was  a heroic  public 
health  effort  by  the  Far 
East  Command. 

It  is  not  surprising  in 
this  static  war  situation 
that  a group  of  highly  edu- 
cated physicians  would  or- 
ganize the  38th  Parallel 
Medical  Society  of  Korea. 
For  the  most  part,  these 
meetings  followed  the  for- 
mat of  a journal  club.  This 
Society  held  quarterly 
meetings  at  the  40th  Divi- 
sion Clearing  Station.  Doctor  Nelson  recalls 
briefly  meeting  a medical  officer  with 
Captain’s  rank  at  one  of  these  meetings  who 
would  surprisingly,  years  later,  become  a 
close  friend  and  colleague  in  Wilmington, 
Barrett  Heckler. 

On  May  6,  1953,  Lieutenant  Nelson  was 
called  by  a KSC  medical  officer  to  treat  a 14- 
man  labor  party  that  had  eaten  some  early 
sprouting  “greens”  that  their  cook  had  pre- 
pared. The  patients’  symptoms  were  pulse 
rates  of  4-5/minute,  hypotension,  visual  hal- 
lucinations, vomiting  and  prostration.  With 
no  verifiable  diagnosis  he  proceeded  to  treat 


1 953  - Korea.  1 st  Lt  Dewey  A.  Nelson.  Bn  Surg, 
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them  with  IV  isotonic  saline  and  varying 
doses  IV  epinephrine.  All  recovered  in  72 
hours  with  no  residual  effects.  Doctor  Nelson 
obtained  samples  of  the  plant  and  sent  them 
to  the  406th  Medical  General  Laboratory  in 
Japan.  These  plants  contained  large  quanti- 
ties of  the  toxic,  hypotensive  inducing  drug, 
Veratrum  japonicum.  This  Korean  toxological 
experience  was  reported  in  the  literature  in 
1954.  [Nelson,  DA.  Accidental  poisoning  by 
veratrum  japonicum.  JAMA,  1954:156:33-35.] 

By  June  10,  1953,  1st  Lt  Nelson  had  been 
awarded  enough  combat  points  to  be  rotated 
from  Korea  to  Japan.  However,  regulations 
at  the  time  pre- 
vented a medical 
officer  from  leaving 
his  Korean  assign- 
ment until  his  re- 
placement had  ar- 
rived. This  long 
awaited  event  oc- 
curred in  mid-July. 

Prior  to  his  depar- 
ture, he  was  award- 
ed the  Bronze  Star 
medal  for  meritori- 
ous service  in  mili- 
tary operations 
against  an  armed 
enemy. 

In  accepting 
this  assignment  to 
Japan,  Doctor  Nelson  agreed  to  extend  his 
tour  in  the  Far  East.  In  doing  so,  his  wife 
was  able  to  join  him.  He  was  also  able  to  bring 
his  car  and  household  goods  to  Japan.  His 
initial  assignment  was  as  the  Executive  Of- 
ficer at  the  U.S.  Army  Hospital,  Omiya,  Ja- 
pan, a rehabilitation  hospital.  This  rehabili- 
tation facility  treated  wounded  troops  from 
all  the  United  Nations  Forces.  It  was  an  in- 
teresting experimental  program,  the  object 
of  which  was  to  rapidly  return  the  soldiers 
to  combat  in  their  own  units.  This  effort  was 
based  on  an  ancient  belief  that  a soldier,  once 
wounded,  was  seldom  wounded  again  and 


that  this  arcane  knowledge  could  somehow 
be  passed  on  to  the  other  members  of  the 
unit.  The  patients,  on  arrival  after  their  dis- 
charge from  the  Tokyo  Army  Hospital, 
started  on  therapy  beginning  with  light  ex- 
ercising physical  therapy  and  progressing  to 
being  able  to  manage  the  regular  Army  ob- 
stacle course. 

With  the  cessation  of  hostilities  on  the 
Korean  peninsula.  Doctor  Nelson  was  as- 
signed as  a general  medical  officer  to  Camp 
Kokura  on  the  southern  tip  of  Kyushu.  This 
medical  facility  was  basically  a dispensary 
with  a few  inpatient  beds.  An  additional  duty 

was  as  Stockade 
Medical  Officer  at 
the  Eighth  Army 
Prison  in  Kokura, 
where  a daily  duty 
was  to  check  on 
each  soldier  in  soli- 
tary confinement. 

In  September 
1954,  Lieutenant 
Nelson  and  his  wife 
departed  by  troop- 
ship for  the  United 
States.  On  this  re- 
turn voyage  he  per- 
formed his  last 
medical  duties  for 
the  Army.  He  was 
assigned  as  “Pri- 
maquine Officer.”  Primaquine  was  the  cura- 
tive drug  for  falciparum  malaria.  It  was  man- 
datory that  each  soldier  take  one  of  these 
bitter  tasting  pills  daily  for  14  consecutive 
days.  In  Korea,  the  troops  had  been  required 
to  take,  under  supervision,  once  weekly, 
Chloraquine,  the  malaria  suppressive  drug. 

Doctor  Nelson  returned  to  Bellevue  Hos- 
pital, Cornell  Division,  and  completed  his  neu- 
rology residency  following  which  he  began  his 
practice  in  Wilmington,  Delaware.  Doctor 
Nelson  was  the  first  neurologist  to  practice 
in  the  state.  He  retired  in  1996. 


1 953  - Korea.  1 st  Lt  Dewey  A.  Nelson  receiving  Bronze  Star  Medal  for 
meritorious  service  in  military  operations  against  an  armed  enemy. 
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CHARLES  LEE  REESE,  III 

B-Philadelphia,  PA,  8-21-28.  BS,  Princeton  Univ,  1950.  MD,  Jefferson  Med 
Col,  1958.  Int:  Penn  Hosp,  58-59.  Res:  Neurology,  Jefferson  Hosp,  59-62.  EMS: 

Navy  ROTC,  Ensign,  Line  Officer,  6-2-50.  U.S.S.  Hambleton;  U.S.S.  Kite.  PH, 

KSM,  UNSM,  NDSM.  LTJG.  SMS:  8-  53.  Practiced  Neurology,  Wilmington,  DE, 

1962-1985.  D-  Wilmington,  DE,  6-1-85. 

Other  than  knowledge  of  the  well  publicized  Inchon  land- 
ing, few  realize  the  extensive  participation  in  the  War 
in  Korea  by  the  United  States  Navy.  Included  in  the 
Navy’s  participation  was  the  transport  of  troops  and 
supplies  from  Japan  to  Korea  within  hours  of  the  begin- 
ning of  hostilities  and  the  removal  of  nonmilitary  Ameri- 
can personnel  during  the  same  period.  Another  major 
amphibious  landing  in  the  fall  of  1951  was  achieved  on 
the  east  coast  along  with  the  subsequent  extraction  of 
these  forces  after  the  intervention  of  Chinese  Commu- 
nist Forces.  Frequent  use  of  direct  naval  gunfire,  as 
well  as  navy  and  marine  aircraft,  on  military  targets  on 
both  coasts  supported  both  Army  and  Marine  forces  as 
an  ongoing  activity.  Little  also  has  been  publicized  about 
units  of  the  Seventh  Fleet  being  sent  to  protect  Formosa  during  this  period.  Charles  Lee 
Reese,  III  , was  an  active  participant  in  this  Navy  effort  in  Korea  as  Executive  Officer  of  the 
minesweeper,  U.S.S.  Kite. 

Following  his  graduation  from  Princeton,  he  was  commissioned  through  the  Navy  Re- 
serve Officers  Training  Corps  (NROTC)  an  Ensign  and  entered  the  active  Navy.  As  was 

universally  true  of  newly  commissioned 
naval  officers,  he  attended  service 
schools  in  damage  control,  gunnery  and, 
in  Key  West,  Florida,  mine  school.  From 
there  he  was  assigned  to  the  mine  force 
at  Charleston,  South  Carolina. 

His  first  “at  sea”  assignment  was 
to  a destroyer  that  had  been  converted 
to  a high  speed  mine  sweeper  in  World 
War  II,  the  U.S.S.  Hambleton  (DMS  20), 
in  the  Mediterranean  Sea  as  part  of  Mine 
Division  62  of  the  Sixth  Fleet.  The 
Hambleton  had  a distinguished  WWII 
record  in  both  the  Atlantic,  the  European 
Theater  including  the  invasions  of  North 
Africa  and  D-Day,  and  later  in  the  Pa- 
cific participating  in  the  invasion  of 
Okinawa.  In  the  1950s,  this  ship  was  part  of  the  United  States  Navy’s  effort  to  present  a 
creditable  deterrent  to  Soviet  expansion  in  Europe,  particularly  in  the  reaches  of  the  Medi- 
terranean. 

After  more  than  a year  in  this  assignment,  he  returned  to  the  United  States  and  at- 
tended a navigation  school  at  Norfolk,  Virginia.  In  September  1952,  he  was  sent  to  Sasebo, 


1952  - Mine  sweeper,  USS  Kite,  Sasebo,  Japan. 


1952  - LT(jg)  Charles  Lee  Reese,  III.  Sasebo, 
Japan. 
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1952  - U.S.  Navy  ships  at  Sasebo,  Japan. 


Japan,  the  home  base  of  the  U.S.S.  Kite,  to 
which  he  was  assigned  and  appointed  Execu- 
tive Officer  [Sec- 
ond-in-command] . 

By  this  time  the 
ground  war  in  Ko- 
rea had  settled  into 
a static  front  with 
both  belligerents 
developing  strong 
defensive  lines.  In 
an  effort  to  keep 
the  enemy  off  bal- 
ance, the  Navy,  and 
the  Marine  Corps 
particularly,  dem- 
onstrated fre- 
quently at  possible 
landing  sites  on 

both  coasts  of  North  Korea,  but  mostly  on 
the  east  coast.  Among  the  North  Korean 
ports  where  such  actions  took  place  were 
Wonsan,  Kojo,  Hungnam, 

Hongwon,  Iwon  and  Sonjin. 

In  addition,  because  of  the 
ruggedness  of  the  terrain 
in  eastern  North  Korea, 
primary  road  nets,  rail- 
roads and  other  communi- 
cation centers  were  close 
enough  to  the  coast  to  be 
vulnerable  to  shelling  by 
United  Nations  warships. 

The  Kite  was  frequently 
called  upon  to  sweep  mines 
during  these  operations  to 
permit  the  warships,  and, 
on  occasion,  landing  craft 
to  make  a feint  as  to  an  in- 
vasion. The  New  York 
Times,  in  the  Section,  “Of- 
ficial Reports  of  the  Fight- 
ing in  Korea,”  reported  on 
February  25,  1953,  “At 
Wonsan,  the  minesweeper 
U.S.S.  Kite  received  ap- 
proximately seven  rounds  from  enemy  gun 
positions,  but  no  hits  or  casualties  resulted. 


^ U.  S.  S»vy 

LOOKING  FOR  TROUBLE:  .\n  acoiutlc&l  dftnnator,  which 
detects  presence  o(  mines  and  explodes  them,  is  lowered  over 
the  side  of  a Navy  minesweeper  dnrlng  operations  off  Korea. 

1 952  - Korea.  Undated  photo  from  the  New  York 
Times. 


The  destroyer  U.S.S.  Chaunce  quickly  moved 
in  and  suppressed  the  batteries  with  her  five- 

inch  guns.” 

Though  it  may 
not  have  been  this 
action,  recently 
promoted  Lieuten- 
ant Junior  Grade 
Reese  was  awarded 
a Purple  Heart 
when  the  Kite  was 
indeed  hit  by  en- 
emy artillery.  For- 
tunately, these 
wounds  were  not 
serious  and  he  was 
able  to  return  to 
duty.  Notwith- 
standing the  mili- 
tary part  of  his  far  eastern  service.  Lieuten- 
ant Reese  thoroughly  enjoyed  the  “sight  see- 
ing” aspects  of  this  duty.  He  particularly 
spoke  of  the  Inland  Sea, 
the  Yellow  Sea,  and  other 
areas  of  Japan  like  Kyoto 
and  Tokyo.  From  this  ex- 
perience, he  developed  a 
life-long  love  of  Japanese 
culture. 

In  the  summer  of  1953, 
he  returned  to  the  United 
States  and  was  separated 
from  the  Navy  at  Treasure 
Island,  California.  He 
maintained  his  commission 
as  a naval  reserve  officer 
while  in  medical  school. 
Like  many  other  veterans 
he  was  assisted  in  financ- 
ing his  medical  education 
by  the  Korean  War  G.I. 
Bill.  During  this  period  in 
the  reserve,  he  was  pro- 
moted to  full  Lieutenant. 
Following  his  residency 
training  he  returned  to 
Wilmington  and  practiced  Neurology  from  1962 
to  1985.  He  died  of  Hodgkin’s  Disease  in  1985. 
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CALEB  H.  SMITH 

B-Philipsburg,  PA,  10-7-08.  BS,  Penn  State  Univ,  1930.  MD,  UnivofPenn,  1933. 

Int:  Hasp  UnivofPenn,  33-35.  Res:  Surg,  Mayo  Clinic,  35-39.  EMS:  1953.  LtCol. 

Air  Force.  Medical  Officer/  Surgeon,  Air  Force.  Scott  Air  Force  Base,  IL.  NDSM. 

SMS:  1955.  Surgery/Proctology:  Bradford,  PA,  1939-1953;  Wilm,  DE,  1955  to 
1971.  D-Wilmington,  DE,  4-27-71. 

Students  of  medical  military  history  are  never  surprised 
by  the  paradoxes  and  ironies  frequently  encountered  in 
their  research  and  studies.  The  military  service  of  Caleb 
Smith  is  one  of  those  instances  where  such  is  true.  The 
first  clue  was  that  he  was  45  years  old  when  he  was 
called  to  active  duty  for  the  War  in  Korea  and  had  no 
prior  military  service.  At  the  beginning  of  World  War 
II,  he  was  33  years  old  and  had  been  a practicing  sur- 
geon for  two  years.  It  appears  that  his  local  selective 
service  draft  board  declared  him  to  be  essential  to  the 
health  and  welfare  of  the  community  of  Bradford,  Penn- 
sylvania, precluding  his  being  drafted  or  volunteering 
for  WWII.  For  the  “doctors'  draft”  of  the  Korean  War 
the  maximum  age  of  eligibility  was  45.  He  was  drafted. 

After  his  call  to  active  duty  he  was  assigned  to  the  United  States  Air  Force.  As  he  had 
been  a physician  for  over  20  years,  he  was  commissioned  as  a Lieutenant  Colonel.  His  entire 
active  duty  tour  during  the  Korean  War  period  was  in  the  surgical  department  of  the  Air 
Force  hospital  at  Scott  Air  Force  Base,  Illinois.  Shortly  after  his  arrival  at  Scott  he  was 
appointed  Chief  of  the  surgical  service.  His  family  recalls  one  incident  that  Doctor  Smith 
found  amusing.  It  seems  a group  of  enlisted  personnel  were  having  a party  and  jitterbugging 
to  45  rpm  records.  One  young  man  got  carried  away  and  twirled  his  partner  out  an  open 
second  story  window.  Fortunately  the  injuries  were  not  life  threatening. 

Upon  discharge  from  the  Air  Force  in  1955,  he  came  to  Wilmington  and  practiced  proc- 
tology until  his  death  in  1971. 


1953  - Lt  Col  Caleb  H.  Smith.  Scott  Air  Force 
Base,  IL. 
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I.J.TIKELLIS 

B-Haverhill,  MA,  2-19-24.  BS,  Dartmouth,  1945.  MD,  Harvard,  1948.  Int:  Del 
Hasp,  Wilm,  DE,  48-49.  Res.  Internal  Medicine,  Mt.  Auburn  Hasp,  Cambridge, 

MA,  49-50;  Del  Hasp,  50-51.  EMS:  7-1-53.  1st  LT.  Army.  Medical  Officer/Inter- 
nal Medicine,  Fort  Monroe  Hosp,  VA,  53-54;  Bn  Surg,  371st  Armd  Inf  Bn,  2d 
Armd  Div,  Nuremberg,  Germany,  54-55.  NDSM.  Capt.  SMS:  6-6-55.  Internal 
Medicine  and  Industrial  Medicine  Practice,  Hercules  Powder  Co,  Sunflower  Ord- 
nance Works,  KS,  1951  to  1953;  DuPont  Co,  Wilm,  DE,  1955  to  1989. 

In  the  scheme  of  history,  the  euphoria  that  followed  the 
great  victory  of  World  War  II  was  short  lived.  In  the 
late  1940s  and  1950s,  and  beyond,  the  world  was  a very 
dangerous  place.  The  United  States,  by  numerous  trea- 
ties and  other  commitments,  had  global  responsibilities. 

The  hostilities  on  the  Korean  peninsula  were  felt  by 
many  at  the  highest  levels  of  government  to  be  a feint, 
an  opportunity  by  the  communist  block  to  deceive  the 
west  in  Asia  in  order  to  weaken  their  defenses  for  a 
decisive  communist  blow  in  Europe.  In  spite  of  the  “hot” 
war  in  Korea,  the  "Europe  first"  policy  of  World  War  II 
carried  over  to  the  “cold”  war.  The  Army  had  to  main- 
tain a high  state  of  readiness  to  counter  this  perceived 
threat  in  Europe.  Doctor  I.  J.  Tikellis  became  part  of  this  readiness  posture. 

In  1951,  while  still  in  residency  training.  Doctor  Tikellis  was  called  to  be  examined  as 
part  of  the  selective  service  draft  procedures.  Found  fully  qualified  he  was  granted  a re- 
serve commission  and  told  he  would  be  called  to  active  duty  in  a few  months.  Further  resi- 
dency or  fellowship  training  was  out  of  the  question  in  anticipation  of  active  military  ser- 
vice. In  the  interim,  Howard  Reed,  Medical  Director  of  the  Hercules  Powder  Company, 
recruited  him  for  a temporary  position  in  the  medical  department  of  the  Hercules  facility  at 
the  Sunflower  Ordnance  Works  in  Kansas.  This  “temporary”  employment  turned  out  to  be 
for  two  years.  In  July  1953,  he  was  called  to  active  duty  as  a Captain  in  the  Army  Medical 
Corps.  Upon  entry  into  the  service,  he  attended  the  Army  Medical  Field  Service  School  at 
Fort  Sam  Houston,  Texas.  His  first  duty  station  was  to  the  hospital  at  Fort  Monroe,  Vir- 
ginia. Activity  was  comparable  to  the  civilian  practice  of  Internal  Medicine.  For  four  months 
he  was  chief  of  the  medical  service  there. 

In  November  1954,  he  was  transferred  to  Europe  and  assigned  as  the  battalion  surgeon 
of  the  371st  Armored  Infantry  Battalion  of  the  2d  Armored  Division.  He  served  with  this 
battalion  for  the  remainder  of  his  active  duty  tour. 

Captain  Tikellis  was  discharged  June  2,  1955,  from  the  separation  center  at  Fort  Kilmer, 
New  Jersey.  He  returned  to  Wilmington  to  continue  his  practice  of  Internal  Medicine  both 
in  private  practice  and  for  the  DuPont  Company.  He  retired  from  practice  January  1,  1989. 


1953  - Germany.  Capt  I.J.  Tikellis.  Bn  Surg, 
371st  Armored  Inf  Bn,  Neurenberg. 
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LESLIE  W.  WHITNEY 

B-Philadelphia,  PA,  6-21-20.  Attended  Bucknell  Univ.  MD,  Temple  Univ  Sch  of 
Med,  1944.  Int:  Temple  Univ  Hasp,  44-45.  Res:  Temple  Univ  Hosp,  46-50.  EMS: 

LT(jg),  11-7-52.  3rd  Marine  Air  Wing,  Miami,  FL;  Opalaca  Master's  Field,  Jack- 
sonville, FL.  ACM,  WWIIVM,  NDSM.  SMS:  LT,  5-6-54.  Private  Practice,  General 
Surgery,  Wilmington,  DE,  1950-1952;  1954-1988.  Administrative  positions  held 
at  the  Med  Ctr  of  DE/Christiana  Care:  Director  of  Research,  Medical  Director  of 
Medical  Affairs,  Interim  VP  of  Medical  Affairs,  Director  of  Academic  Affairs  and 
Research. 

After  completing  the  then  standard  nine  month  intern- 
ship at  Temple  University  Hospital  in  1945,  Leslie 
Whitney  went  on  active  duty  with  the  Navy.  His  World 
War  II  experiences  were  varied  and  because  of  his  known 
interest  in  surgery  he  was,  as  only  the  military  can  do, 
assigned  duties  limited  initially  to  infectious  diseases, 
psychiatry,  dermatology  and  tropical  diseases.  He  also 
had  the  opportunity  to  care  for  German  prisoners-of- 
war  captured  in  Africa  and  to  participate  as  an  examin- 
ing physician  for  the  Navy  and  Marine  Corps  at  both  an 
induction  center  and  separation  center,  as  well  as  a Navy 
and  Marine  disciplinary  barracks.  All  this  was  actually 
an  interesting  experience  and  improved  his  overall  knowledge  of  medicine  to  stand  him  in 
good  stead  later  in  his  practice.  His  active  duty  WWH  service  lasted  15  months,  and  after 
discharge  he  was  carried  on  the  rolls  as  a naval  reservist. 

As  was  true  of  several  other  Delaware  physicians,  in  1951  and  1952,  he  received  that 
fateful  call  from  Victor  Washburn,  M.D.,  the  Chairman  of  the  committee  on  professional 
personnel  requirements  for  the  Selective  Service  System,  that  he  was  still  a V-12  obligator 
as  he  did  not  complete  a full  24  months  of  active  duty  and  that  perhaps  his  Navy  reserve 
status  should  be  activated.  Doctor  Whitney  believes  this  was  the  very  first  telephone  call  he 
received  upon  opening  his  own  new  office  after  leaving  the  office  of  Dan  Preston,  M.D. 

On  orders  from  the  Bureau  of  Medicine  of  the  Department  of  the  Navy,  LT(jg)  Whitney 
was  called  to  active  duty  on  November  7,  1952,  and  was  assigned  to  the  dispensary  for  the 
3rd  Marine  Air  Wing,  Miami,  Florida.  After  a few  months,  he  was  reassigned  as  a surgeon  to 
the  “Ship’s  Company”  at  the  Marine  Corps  Opalaca  Master’s  Field,  Jacksonville,  Florida. 
The  total  complement  of  this  base  was  about  6,000  plus  dependents.  Though  it  was  listed  as 
a dispensary,  he  was  still  expected  to  do  appropriate  surgery.  No  anesthesiologist  was  avail- 
able, so  surgery  was  limited  to  local  and  spinal  anesthesia.  In  reflection,  he  recalls  taking 
risks  that  would  not  even  be  considered  today.  At  this  station  he  was  able  to  bring  his 
family. 

In  addition  to  surgery  at  this  dispensary,  other  services  provided  included  a daily  pedi- 
atric clinic,  an  obstetrical/gynecology  service  and,  for  the  times,  a well  equipped  radiology 
department.  Now  full  Lieutenant  Whitney  remembers  he  was  much  impressed  by  the  Ma- 
rines and  what  a marvelous  group  of  people  they  were.  The  other  physicians’  backgrounds  at 
the  dispensary  were  very  similar  to  his.  Together  these  physicians  determined  to  make  the 
best  of  their  situation  by  practicing  a high  quality  of  medicine  for  their  patients.  They  also 
established  a journal  club  to  keep  up  with  the  medical  advances  in  the  civilian  world. 

Disheartening,  even  today,  to  Doctor  Whitney  was  the  fact  that  so  many  of  the  aviators 
had  also  been  called  back  from  their  service  in  WWH.  They  had  been  out  of  the  “flying 


1944  - Leslie  W.  Whitney.  U.S.  Navy  V-12  stu- 
dent, Temple  University  School  of  Medicine. 
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game”  for  many  years  and  were  lawyers, 
businessmen  and  the  like,  and  were  not  pre- 
pared to  become  dive  bomber  and  fighter  pi- 
lots again,  especially  in  the  dawning  “jet  age.” 
The  pilot  accident  mortality  rate  seemed 
high  to  him.  Reflecting  on  this  he  noted  that 
both  a physician  and  a chaplain  were  detailed 
to  call  upon  and  inform  the  pilot’s  next-of- 
kin,  in  person,  of  a pilot’s  death.  This  was  a 
very  onerous  duty. 

One  of  the  more  interesting  experiences 
was  to  go  on  maneuvers  with  this  aviation 
group  to  Puerto  Rico  and  to  participate  in 
exercises  with  the  British  Navy.  The  maneu- 
vers took  place  at  Roosevelt  Roads  and  in- 
cluded live  fire  exercises.  As  appears  true 
among  all  the  services,  the  physician  holds  a 
special  place  with  “the  troops.”  In  many  in- 
stances the  morale  of  a unit  can  be  traced  to 


the  competence  and  compassion  of  not  only 
the  physician  but  also  to  the  enlisted  corps- 
men  assigned.  This  feeling  that  the  doctor  is 
your  friend  frequently  starts  in  boot  camp 
where,  more  than  likely,  the  doctor  is  sym- 
pathetic to  the  plight  of  the  recruit  and 
through  counseling  and  understanding  makes 
the  training  more  bearable. 

After  18  months  of  active  duty.  Doctor 
Whitney  was  discharged  on  May  6,  1954,  and 
returned  to  his  practice  of  general  surgery 
in  Wilmington.  He  retired  from  active  prac- 
tice in  July  1988,  but  continued  in  adminis- 
trative positions  for  Christiana  Care  such  as 
Director  of  Research,  Medical  Director  of 
Medical  Affairs,  and  as  the  Interim  Senior 
Vice  President  of  Medical  Affairs.  He  retired 
from  the  position  of  Director  of  Academic 
Affairs  and  Research  on  June  30,  2000. 


HOWARD  WILK 


B-Pittsburgh,  PA,  2-17-25.  Univ  of  Pittsburgh,  1942-1944.  MD,  Chicago  Medical 
School,  1949.  Int:  Wilm  Gen  Hosp,  Wilm,  DE,  1948-1949.  Res.  Anesthesia, 
Philadelphia  Gen  Hosp,  1949-1950;  Michael  Reese  Hosp,  1950-1951;  Surgery, 
Phila  Veterans  Hosp,  1955-1958.  EMS:  11-52.  1st  Lt  Army.  Medical  Officer/An- 
esthesiologist. 8055  MASH  (a.k.a.  43rd  MASH),  1-53  to  2-54;  Tokyo  Gen  Hosp, 
2-54  to  7-54;  Fort  Devens,  MA,  8-54  to  11-54.  KSM  \n/2  campaign  stars,  UNSM, 
NDSM.  Capt.  SMS:  11-14-54.  Anesthesia  Practice,  Pittsburgh,  PA,  1951  to  1952. 
General  Surgery  Practice,  Wilmington,  DE,  1958-1997. 


Howard  Wilk  was  drafted.  He  had  been  deferred  to  com- 
plete medical  school  and  his  anesthesiology  residency. 

Therefore,  it  was  no  surprise  that  in  1952,  while  on  his 
honeymoon,  he  received  his  “Greetings”  letter.  He  re- 
ported for  duty  in  the  U.S.  Army  Medical  Corps  in  No- 
vember 1952.  For  his  basic  indoctrination  to  the  Army 
he  was  sent  to  the  Army  Medical  Field  Service  School 
(MFSS),  Fort  Sam  Houston,  Texas.  His  stay  at  the  school 
was  short  lived.  After  just  two  weeks  he  and  a group  of 
classmates  were  told  there  was  an  urgent  need  for  phy- 
sicians in  Korea,  and  they  were  chosen  to  go. 

After  a short  leave,  including  time  spent  driving  from 
Texas  back  to  Delaware,  he  flew  to  Travis  Air  Force  Base,  near  Oakland,  California,  and 
subsequently  flew  to  Japan  to  the  replacement  depot.  Camp  Drake  (the  repl-depl).  At  the 
replacement  depot  he  was  interviewed  to  determine  where  he  would  be  assigned.  There 
were  three  other  anesthesiologists  in  the  group,  but  only  one  was  needed  at  that  time  in 
Korea.  The  choice  was  made  by  drawing  straws.  First  Lieutenant  Wilk  drew  the  short  straw, 
and  left  for  Korea  January  1,  1953. 


1953  - Korea.  1st  Lt  Howard  Wilk. 
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Unlike  most  others  who  departed  Ja- 
pan by  ship,  he  did  not  disembark  at 
Pusan  but  traveled  up  the  Korean  west 
coast  to  Inchon.  His  ship,  the  General 
Weigel,  was  unable  to  enter  the  Inchon 
harbor,  requiring  the  passengers  to  climb 
down  cargo  nets/rope  ladders  to  landing 
craft  for  the  ride  to  shore.  On  shore  they 
were  trucked  to  a railhead  and  boarded 
a train  for  Yungdungpo,  just  outside 
Seoul,  where  the  121st  Evacuation  Hos- 
pital was  located.  After  a six-hour  train 
ride  in  unheated,  blacked  out  cars  and 
no  food  or  drink  for  nearly  24  hours,  they 
arrived  at  their  destination  around  0300 
hours.  Their  “welcoming  party”  was  not 
enthusiastic  about  their  arrival  as  they 
did  not  know  they  were  coming  and  were 
not  even  sure  these  replacements  be- 
longed there.  Apparently,  there  was  no 
“urgent  need.” 

Because  their  stateside  schooling  at 
the  MESS  had  been  cut  short,  and  ap- 
parently because  many  other  medical, 
dental  and  medical  service  corps  offic- 
ers were  in  the  same  situation,  a medi- 
cal field  service  school  was  established 
in  Seoul  for  an  additional  four  weeks  of 
instruction.  Most  of  the  instructors  came 
from  the  121st  and  Eighth  Army  Head- 
quarters. 

Upon  completion  of  this  extended 
MESS,  Doctor  Wilk  was  assigned  to  the 
8055th  Mobile  Army  Surgical  Hospital 
(MASH)  (a.k.a.  43rd  MASH)  on  the  38th 
Parallel,  just  north  of  Uijonbu.  Shortly 
after  his  arrival,  he  was  appointed  chief 
of  the  anesthesia  service.  The  8055th  was 
a very  busy  hospital  caring  for  both  sur- 
gical and  medical  patients,  but  mostly 
surgical.  The  hospital  was  housed  in 
quonset  type  structures  with  no  “real” 
beds.  The  injured  patients  were  brought 
in  primarily  by  helicopters.  After  receiv- 
ing IVs  of  plasma  or  other  fluids,  mor- 
phine for  pain,  and  temporary  treatment 
for  bleeding  or  open  wounds,  the 
wounded  or  injured  were  placed  in  one 
of  two  pods  located  on  either  side  of  the 
helicopter.  Lieutenant  Wilk  recalls  re- 
ceiving patients  initially  treated  at  bat- 
talion aid  stations  by  Barrett  Heckler  and 
Bill  Holloway. 
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1953  - Korea.  Headquarters,  43rd  Surgical  Hospital. 


1953  - Korea.  Admissions  ward,  43rd  Surgical  Hospital. 


1953  - Korea.  Aerial  view,  43rd  Surgical  Hospital.  (1)  Helipad.  (2) 
Receiving  ward.  (3)  Pre-Op  area.  (4)  Operating  Area.  (4a)  Post-Op 
Ward.  (5)  Officers'  quarters.  (6)  Enlisted  quarters. 
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1953  - Korea.  Post-op  ward,  43rd  Surgical  Hospital. 


1953  - Korea.  1st  Lt  Howard  Wilk.  Operating  Room,  43rd  Surgical 
Hospital. 


1953  - Korea.  1st  Lt  Howard  Wilk's  living  quarters,  43rd  Surgical 
Hospital. 


There  were  no  specific  number  of 
beds  assigned  to  the  hospital.  The  pa- 
tients arrived  at  the  hospital  on  stretch- 
ers. They  were  taken  to  the  OR  on  these 
stretchers  and  operated  on  them  too. 
Then  they  were  moved  to  the  recovery 
area  on  the  very  same  stretcher  and  fi- 
nally to  the  post-op  area.  When  they  were 
evacuated  from  the  MASH,  they  were 
still  on  these  same  stretchers. 

Since  the  great  majority  of  the  pa- 
tients were  acute  surgical  injuries,  after 
being  resuscitated,  if  that  was  possible, 
immediate  lifesaving  procedures  were 
taken  and  further  emergency  surgery  un- 
dertaken to  stabilize  the  patient.  Once 
stabilized  they  were  “choppered”  to  Seoul 
and  then  flown  to  Tokyo  General  Hospi- 
tal in  Japan. 

The  hospital  medical  staff  consisted 
of  Board  Certified  general  surgeons, 
orthopaedists,  anesthesiologists  and  a 
few  internists.  In  addition,  there  were 
well  qualified  nurses  and  technicians.  The 
hospital  had  its  own  helicopter  evacua- 
tion section  consisting  of  three  to  four 
choppers  and  four  to  six  warrant  officer 
pilots  plus  their  supporting  ground 
crews. 

On  a typical  busy  night,  which  was 
when  most  of  the  activity  began,  the  hos- 
pital was  close  enough  to  the  action  to 
see  the  flares  and  tracer  bullets  to  the 
north.  The  amount  of  firing  usually  per- 
mitted the  hospital  to  determine  how 
busy  they  were  going  to  be.  The  wounded 
would  start  to  arrive  just  before  full  day- 
light. About  80  percent  of  the  casualties 
arrived  by  helicopter,  the  remainder  by 
“jeep”  ambulances  and  some  by  the  “box” 
ambulance.  Frequently,  the  wounded 
would  arrive  within  20-30  minutes  after 
they  had  reached  their  battalion  aid  sta- 
tions, keeping  in  mind  that  the  longest 
time  in  the  medical  evacuation  chain  was 
from  the  spot  where  the  soldier  was 
wounded  “down  the  hill”  to  the  battalion 
aid  station. 

The  surgical  cases  ran  the  gamut  of 
war  injuries  and  would  include  penetrat- 
ing bullet  wounds,  shrapnel  from  mortar 
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or  artillery  fire,  stab  wounds  from  close 
hand  to  hand  combat  and  blast  wounds. 
In  most  instances,  head  wounds  were 
flown  to  a special  neurosurgical  MASH. 
There  is  little  of  the  body’s  anatomy  not 
affected  by  combat  wounds.  The  8055th 
treated  facial,  neck,  chest,  abdominal,  he- 
patic, bowel  and  extremity  wounds  of  both 
minor  and  major  magnitude. 

Doctor  Wilk  was  assigned  to  the 
8055th  for  13  months  and  notes,  “I  saw 
enough  war  injuries  to  last  me  several 
lifetimes.”  Almost  all  war-time  surgeons, 
anesthesiologists  and  other  operating 
room  personnel  agree  that  no  civilian  ex- 
perience, from  emergency  room  to  sur- 
gical suite,  comes  close  to  the  reality  of 
war  injuries.  He  feels  it  has  been  clearly 
proven  that  the  improvements  in  the  care 
of  the  military  wounded  were  dramati- 
cally advanced  during  the  Korean  con- 
flict. These  injured  soldiers  received  im- 
measurably better  care  than  their  pre- 
decessors in  previous  wars. 

In  providing  anesthesia  at  the  MASH, 
there  was  a small  portable  apparatus  on 
which  were  two  small  tanks,  one  of  oxy- 
gen and  the  other  of  nitrous  oxide.  No 
flammable  or  explosive  agents  were  per- 
missible such  as  ether,  chloroform,  cy- 
clopropane, etc.  The  patients  were  ini- 
tially anesthetized  by  injecting  sodium 
pentothal,  then  a combination  of  nitrous 
oxide  inhalation  for  analgesia,  and 
“curare”  to  provide  muscular  relaxation 
to  allow  intubation  of  the  patients  to  pro- 
ceed with  the  surgical  procedure.  The  an- 
esthesia was  supplemented  with  inter- 
mittent injections  of  IV  Demerol  or  mor- 
phine. Doctor  Wilk  was  one  of  the  origi- 
nal investigators  for  the  Burroughs- 
Wellcome  Company’s  reversible  intrave- 
nous muscle  relaxing  agent,  succinylcho- 
line  chloride.  Because  of  his  success  with 
this  agent  in  civilian  practice,  he  was  able 
to  obtain  permission  from  the  Eighth 
Army  Surgeon  to  use  this  agent  for  the 
first  time  in  a MASH. 

In  early  1954  he  was  transferred  to 
Tokyo  General  Hospital.  Practice  here 
was  more  like  civilian  practice.  In  addi- 


1 953  - Korea.  1 st  Lt  Howard  Wilk  at  the  38th  Parallel  marker  near  the 
43rd  Surgical  Hospital. 


1953-  Korea.  Aerial  view  of  the  121st  Evacuation  Hospital  near  Seoul. 


1953  - Japan.  Tokyo  Army  Hospital. 
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tion,  his  wife  was  able  to  join  him.  In  the  late  spring  of 
1954,  with  the  pregnancy  of  his  wife,  they  were  in- 
structed to  fly  to  the  United  States  before  she  would 
not  be  able  to  fly.  Back  in  the  “States,”  now  Captain 
Wilk  was  assigned  to  the  Army  hospital  at  Fort  Devens, 
Massachusetts,  where  he  completed  his  military  ser- 
vice. Of  interest,  at  Fort  Devens,  there  was  an  excess 
of  anesthesiologists,  so  as  only  the  Army  could,  or  would, 
he  was  reclassified  as  a surgeon  and  assigned  to  the 
operating  room  as  a surgical  assistant.  It  was  during 
this  period  that  he  decided  he  wanted  to  be  “on  the 
other  side  of  the  screen  and  drapes.” 

He  completed  his  military  obligation  and  was  dis- 
charged in  November  1954.  He  returned  to  Pittsburgh 
to  practice  anesthesia,  but  in  July  1955  entered  the  sur- 
gical residency  program  at  the  Philadelphia  Veterans 
Administration  Hospital.  At  the  conclusion  of  the  resi- 
dency he  opened  his  general  surgical  practice  in 
Wilmington,  Delaware,  in  1958  and  continued  until  his 
retirement  in  1997. 

1 953  - Korea.  Nurses  from  Thailand  assigned  to 
the  43rd  Surgical  Hospital. 


WILLIAM  A.  WRIGHT 


B-Fawling,  NY,  2-14-25.  Attended  NYU,  Union  College.  MD,  Albany  Medical  Col- 
lege, 1949.  Int:  Rochester  General  Hospital,  49-50.  EMS:  1950.  1st  Lt.  Army. 
General  Medical  Officer.  NDSM.  Capt.  SMS:  1 952.  Occupational  Medicine,  DuPont 
Co,  Wilm,  DE,  1952-1969.  Emergency  Room  Physician,  1969-1974.  D-Wilmington, 
Delaware,  10-19-74. 


Little  is  known  about  Bill  Wright’s  Korean  War  period 
service.  A photograph  in  the  Albany  Medical  College 
yearbook  of  1946-47  holds  a group  photograph  of  him  as 
a member  of  the  Navy’s  V-12  program.  In  the  obituary 
published  by  the  Delaware  Medical  Journal,  in  Febru- 
ary 1975,  it  notes  that  after  his  internship  at  Rochester 
General  Hospital  in  1950  he  entered  the  U.S.  Army.  This 
fact  would  make  him  one  of  the  first  Delaware  physi- 
cians called  to  active  duty  for  this  emergency.  The  Navy 
did  “volunteer”  500  of  their  V-12  obligators  to  the  Army 
during  this  period.^® 

Immediately  following  his  military  service  he  came 
to  Wilmington  as  an  occupational  medicine  physician  for 
the  DuPont  Company.  He  was  employed  full-time  by 
DuPont  until  1969  at  which  time  he  became  an  emer- 
gency room  physician  with  Doctors  for  Emergency 
Services.  He  died  suddenly  of  a heart  attack  on  October 
19,  1974. 


1949  - Intern  William  A.  Wright.  Photo  courtesy 
Baker-Cederberg  Museum  and  Archives,  Roch- 
ester General  Hospital. 
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ROBERT  L.  WUERTZ 

B-Wilmington,  DE,  5-21-24.  BS,  Wesleyan  Univ,  1947.  MD,  Temple  Univ  Sch  of 
Med,  1948.  Int:  Del  Hasp,  48-49;  Res.  Internal  medicine,  VA  Hasp,  Buffalo,  NY, 

50-52;  Del  Hosp,  52-53.  EMS:  LTjg,  Navy,  7-49.  Medical  Officer,  USMC  Dispen- 
sary, Camp  Lejeune,  NC,  7-49  to  6-50.  Wilmington  Marine  Corps  Reserve  Unit 
(Inactive),  7-52  to  11-54.  US  Naval  Training  Center,  Bainbridge,  MD,  12-54  to  10- 
56.  NDSM.  LT.  SMS:  1 0-56.  Internal  Medicine  and  Occupational  Medicine,  Wilm, 

DE,  1956  to  1993. 

Is  it  possible  to  be  in  the  Navy  for  seven  years  and  never 
go  to  sea?  To  have  never  set  foot  on  a ship?  Apparently, 
it  is.  Robert  L.  Wuertz  found  himself  in  that  position 
when  he  was  separated  from  the  Navy  in  October  1956. 

Upon  his  voluntary  application,  Doctor  Wuertz  was 
commissioned  in  the  medical  corps  of  the  Navy  follow- 
ing his  internship  at  the  Delaware  Hospital  with  the  rank 
of  Lieutenant  (jg),  and  was  called  to  active  duty  in  July 
1949.  His  first  tour  of  active  duty  was  at  the  Philadel- 
phia Naval  Hospital  where  he  was  assigned  to  the  anes- 
thesia service.  This  service  was  provided  by  the  Navy 
as  an  indoctrination  period  and  lasted  one  month.  Sub- 
sequently, he  was  reassigned  to  the  U.S.  Marine  Corps 
Dispensary,  Camp  Lejeune,  North  Carolina.  His  duty  there  was  not  unlike  any  clinical  out- 
patient service  consisting  of  routine  sick  call. 

He  was  released  from  this  tour  of  duty  in  June  1950,  just  one  month  before  the  outbreak 
of  hostilities  in  Korea.  Continuing  in  the  Naval  Reserve  on  inactive  status  he  served  two 
years  of  a medical  residency  at  the  VA  Hospital  in  Buffalo,  New  York,  followed  by  his  third 
and  senior  resident  year  at  the  Delaware  Hospital.  During  the  years  of  1952  to  1954,  he  was 
assigned  to  “appropriate  duty”  as  medical  officer  with  the  Wilmington  Marine  Corps  Re- 
serve Unit,  the  16th  Marine  Rifle  Company,  in  Wilmington,  and  later  at  this  same  location, 
the  Coast  Guard  reserve  unit.  In  this  role,  he  was  the  principal  medical  advisor  to  the 
company  commander,  provided  entrance  physical  examinations  to  all  recruits  and  operated 
a sick  bay  to  care  for  injuries  or  sickness  sustained  by  the  members  while  on  duty. 

Meanwhile,  he  had  entered  the  private  practice  of  Internal  Medicine  in  Wilmington. 
Since  he  had  only  completed  one  year  of  active  duty  and  the  War  in  Korea  was  not  yet  over, 
he  still  had  an  active  duty  obligation  to  the  Navy.  He  was  recalled  to  active  duty  as  a full 
Lieutenant  in  December  1954.  He  was  assigned  to  the  U.S.  Navy  Training  Center  at 
Bainbridge,  Maryland.  As  was  true  of  his  first  active  duty  tour,  his  primary  duty  was  as  a 
dispensary  officer,  conducting  sick  call,  making  inspections  and  on  a rotating  schedule  being 
on  night  duty  for  the  base. 

After  his  discharge  from  active  duty  in  1956  he  returned  to  Wilmington  to  resume  the 
practice  of  Internal  Medicine  and  Occupational  Medicine.  He  retired  in  1993. 


1 950  - LT(jg)  Robert  L.  Wuertz. 
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24.  Hermes,  Walter  G.  United  States  Army  in  the  Korean  War:  Truce  Tent  and  Fighting  Front.  Office  of  the  Chief  of  Military 
History,  United  States  Army,  Washington,  D.C.  1966:202. 

25.  Ibid. 

26.  Cowdrey  Albert  E.  United  States  Army  in  the  Korean  War:  The  Medics  War.  Center  of  Military  History,  United  States 
Army,  Washington,  D.C.  1987:317. 

27.  Ibid. 

28.  Appleman,  Roy  E.  United  States  Army  in  the  Korean  War:  South  to  the  Naktong,  North  to  the  Yalu.  Office  of  the  Chief  of 
Military  History,  United  States  Army,  Washington,  D.C.  1961:143,  587-588. 

29.  New  York  Times.  Official  Reports  of  the  Fighting  in  Korea.  Feb  25,  1953:2. 

30.  Op.  cit.,  Westover,  201. 
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INSTRUCTIONS  TO  AUTHORS 

The  Delaware  Medical  Journal  (DMJ)  is  owned  and  published 
by  the  Medical  Society  of  Delaware  as  a medium  of 
communication,  education  and  expression  for  its  members, 
and  also  for  others  striving  for  excellence  in  medical  practice. 
Articles  in  the  DMJ  are  intended  to  be  scientific  and 
educational  and  are  not  intended  to  reflect  standards  of 
medical  care.  All  material  published  is  under  copyright.  On 
receipt  of  material  submitted  for  publication,  a suitable 
release  form  will  be  sent  for  signature  by  all  authors. 

Scientific  articles  on  medical  matters  are  especially 
welcomed,  including  case  reports,  clinical  experiences, 
observations  and  information  on  matters  relevant  to 
medical  practice.  Other  material  may  also  be  accepted  if  the 
editorial  staff  deems  it  of  interest  to  DMJ  readers.  All 
submissions  should  include  a brief  summary  and  a brief  (one 
to  two  sentence)  biographical  sketch  of  all  authors. 

It  is  highly  recommended  that  authors  familiarize 
themselves  with  DMJ  style  before  submitting  manuscripts 
for  consideration. 

All  material  for  publication  should  be  submitted  on  a 3 1/2" 
computer  diskette  in  Word  6.0.  A printout  of  the  manuscript 
must  accompany  the  disk.  Manuscripts  may  also  be 
submitted  in  paper  form  (typed  or  printed  out  on  good- 
quality  paper  - one  side  only,  one-inch  margins),  though 
computer  disk  is  preferable.  The  ideal  manuscript  length  is 
two  to  12  pages  with  up  to  12  references,  each  keyed  with 
superscripts  in  the  text  in  the  order  cited.  The  format  should 
follow  that  used  in  the  Index  Medicus.  Authors  are 
responsible  for  the  accuracy  of  the  citations. 

Graphs,  charts  and  black-and-white  glossy  photographs  are 
accepted  if  important  to  the  understanding  of  the  text,  but 
should  not  exceed  four  or  five  pieces.  Each  should  have  a label 
affixed  on  its  back  indicating  its  name,  number,  and  “top.”  A 
separate  legend  should  be  provided  for  each.  Do  not  write  on 
the  back,  or  scratch  or  mar  them  using  paper  clips.  Do  not 
mount  them  on  cardboard. 

Photos  of  patients  should  generally  be  taken  in  a way  that 
obscures  the  patient’s  identity.  Photos  in  which  a patient’s 
face  must  be  clearly  seen,  however,  must  be  accompanied  by 
signed  release  forms. 

All  manuscripts  are  reviewed  by  the  editor  and  all  scientific 
articles  are  then  sent  for  peer  review  by  members  of  the 
Editorial  Board  and/or  other  appropriate  physicians.  The 
usual  processing  time  to  publication  is  two  to  four  months, 
though  in  some  circumstances  this  may  be  longer  or  shorter. 
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We  know  all  about  protecting 
the  things  you  value.  And  one 
of  your  most  valuable  assets  is 
your  ability  to  practice.  Medical 
liability  insurance  protects  your 
profession  and  your  livelihood. 

Since  1982,  your  MSDIS 
insurance  brokerage  has  provided 
you  with  competent  service  and 
quality  medical  malpractice  insur- 
ance. In  1994,  we  added  a very 
successful  health  insurance  product 
portfolio,  HEALTHSELECT. 

You  can  purchase  ALL  of  your 
insurance  from  one  source  to 
protect  all  the  things  you  value, 
both  your  business  as  well  as 
your  personal  assets.  Zutz,  the 
last  word  in  insurance. 


HEALTHSELECT 

Sponsored  insurance  administrators  for  for 
the  Medical  Society  of  Delaware  since  1995. 
Physicians  who  value  quality  value  Zutz. 


NSURANCE 


Advanced  CT  Imaging 
AT  Three  Locahons 

Brandywine  Imaging  Center, 

Omega  Imaging  Center,  Pike  Creek  Imaging  Center 


Diagnostic  Imaging  Associates,  P.A.  has  three  locations  in 
Northern  Delaware  providing  advanced  Computerized  Tomography  (CT)  imaging; 
Brandywine  Imaging  Center  in  North  Wilmington,  Pike  Creek  Imaging  Center 
in  the  Pike  Creek  area  and  Omega  Imaging  Associates  for  your  patients 
in  the  Newark  area.  DIA’s  high  resolution  scanners  are  capable  of 
dynamic  scanning  and  spatial  resolution  of  .5  millimeters.  Each  facility  has  a 
board  certified  radiologist  on  staff  with  special  fellowship  training  in  body  CT.  For  your 
convenience,  patients  can  be  scheduled  same  day  with  wet  reading  faxed  immediately. 

❖ 

Diagnostic  Imaging  Associates  accepts  virtually  all  HMO,  PPO  and 
Fee  For  Service  health  insurance  plans  including; 

Principal,  US  Healthcare  and  all  Blue  Cross  Blue  Shield  programs 

❖ 

Our  full  range  of  out-patient  imaging  services  include: 

• High-Field  MRI  • New  spiral  CT  scanning  • Ultrasound  including  Color  Doppler 
• Fluoroscopy  • Mammography  • Nuclear  Medicine  and  General  X-ray 


For  information  and  the  office  nearest  you,  please  call  302-425-4DIA. 
“At  DIA  we  strive  to  be  the  best  not  the  biggest” 


Diagnostic  Imaging  Associates,  PA 

Brandywine  Imaging  Center  • 701  Foulk  Road  • Suite  E-1  • Wilmington  • 654-5300 
Omega  Imaging  Associates  • L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Magnetic  Resonance  Imaging  Center  • L-6  Omega  Professional  Center  • Newark  • 738-9300 


Omega  Nuclear  Diagnostic  Center  • K-15  Omega  Professional  Center  • Newark  • 368-8150 
Pike  Creek  Imaging  Center  • 3105  Limestone  Road  • Suite  106  • Wilmington  • 995-2037 
Wilmington  Magnetic  Resonance  Imaging  Center  • 1020  Union  Street  • Wilmington  • 427-9855 
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The  recent  addition  of  a third  state-of- 
the-art  MRI  magnet  offers  patients  and 
physicians  several  advantages: 

• A shorter  and  wider  magnet,  making 
the  exam  less  stressful  for  claustrophobic 
patients 

• Enhanced  ability  to  image  stroke  patients 

• Increased  detail  of  images 

Appointments  available  Monday  through 
Friday,  6 a.m.  to  midnight;  Saturday  and 
Sunday  scheduling  available. 

State-of-the-art  mammography,  x-ray  and 
ultrasound  services  continue  to  be  available 
at  our  Brandywine  Hundred  location  in 
Foulkstone  Plaza. 


FOR  CENTRALIZED  SCHEDULING, 
CALL  302-731-9860 


FOULKSTONE  PLAZA 
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High-Tech  Equipment. 

Superb  Patient  Care  and  Comfort. 
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PRESIDENT'S  PAGE 


Gone  Fishin! 

Michael  A.  Alexander,  M.D. 


Thus  far,  this  has  been  a very  busy  year.  We 
have  made  it  through  a legislative  season  with 
Delaware  leading  the  way  in  a patients'  rights 
bill,  enabling  a patient  to  have  an  appeal  process 
when  there  is  a disagreement  with  the  HMO. 
We  have  held  a successful  retreat  and  an  upcom- 
ing issue  of  the  Journal  will  fill  you  in  on  the 
vision  for  the  society  in  the  years  to  come. 

The  summer  is  a time  for  some  rest,  play 
and  time  with  your  family. 

Your  president  is  going  to  do  just  that,  but 
since  1 know  many  of  you  plan  to  get  the  grill 
fired-up  and  cookout  in  your  yard  or  out  camp- 
ing, I am  including  some  of  Tex’s  advice  on 
cooking. 

“Always  take  a good  look  at  what  you’re  about  to 
eat.  It’s  not  so  important  to  know  what  it  is,  but 
it  is  critical  to  know  what  it  was.” 


Michael  A.  Alexander,  M.D.,  practices  physical  rehabilita- 
tion at  du  Pont  Hospital  for  Children.  He  is  president  of  the 
Medical  Society  of  Delaware. 


“A  Texas  breakfast  is  a two-pound  hunk  of 
steak,  a quart  of  whisky,  and  a hound  dog.  If 
you’re  wondering  why  you  need  the  dog  — well, 
somebody  has  to  eat  the  steak.” 

“The  best  way  to  cook  any  part  of  a rangy  ol’ 
longhorn  is  to  toss  it  in  a pot  with  a horseshoe, 
and  when  the  horseshoe  is  soft  and  tender  you 
can  eat  the  beef.” 

“The  best  way  to  have  quiche  for  dinner  is  to 
make  it  up  and  put  it  in  the  oven  to  bake  at  about 
325  degrees.  Meanwhile,  get  out  a large  T-bone, 
grill  it,  and  when  it’s  done,  eat  it.  As  for  the 
quiche,  continue  to  let  it  bake,  but  otherwise 
ignore  it.” 

Take  some  time  for  you  and  your  family  and 
enjoy  the  rest  of  your  summer.  1 am  gone  fishin! 

Michael  A.  Alexander,  M.D. 

President 
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Meredith  plans  for  her  family’s  future 


At  Christiana  Bank  & Trust  Company,  we  specialize  in  the  creation 
and  preservation  of  family  wealth  through  sound  investment  management. 
Call  Bob  Elder,  President  and  CEO,  at  302.421. 5800. 


Christiana 


Bank  & IfeusT  Company 


Delaware  Banking...  the  way  it  used  to  be. 


Greenville  Center,  3801  Kennett  Pike,  Greenville,  DE  19807 

www.christianatrust.com 


Member  FDIC 


(302)  421-5800 
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EDITORIAL 


Surgery.com 

Peter  V.  Rocca,  M.D. 


A very  disturbing  article  by  the  Associated  Press 
appeared  on  May  the  12^^.  Its  title  was  “Surgical 
Procedures  Bought  Online.”  Apparently,  there 
are  now  a handful  of  Internet  companies  which 
are  setting  up  shop  online  to  allow  patients 
(although  the  article  referred  to  them  as  “con- 
sumers”) to  compare  physicians’  bids  for  their 
“business.”  Patients  can  log  on,  enter  their 
“medical  profile”  (as  if  most  patients  could  accu- 
rately do  so)  and  list  which  procedure  they  want. 
The  online  services  match  the  request  with 
participating  doctors,  who  submit  proposals, 
including  cost,  for  the  patient’s  review.  Would 
you  like  to  know  which  procedures  are  offered? 
Kenosha,  Wisconsin-based  PatientWise  (how’s 
that  for  a misnomer?)  will  accept  requests  for 


Peter  V.  Rocca,  M.D.,  practices  rheumatology  in  Wilmington, 
Delaware.  He  is  an  Associate  Editor  of  the  Delaware  Medi- 
cal Journal. 


nearly  100  procedures,  including  hip  arthro- 
plasty, coronary  artery  bypass  grafting,  and 
neurosurgery. 

The  article  goes  on  to  give  a satisfied  testi- 
monial by  a 43-year-old  woman  who  received  a 
blepharoplasty . She  received  five  different  bids 
ranging  from  $1500  to  $3000,  had  the  surgery 
and  then  states  that  she  would  use  the  service 
again.  The  patient  is  quoted  as  saying,  “It’s  the 
wave  of  the  future.  It  was  like  shopping  for  a 
car.”  Aren’t  you  glad  to  know  that  our  profession 
and  its  services  are  being  likened  to  buying  a 
Buick? 

Fortunately,  there  are  some  words  of  reason 
in  the  article.  Dr.  Joseph  J.  Fins,  director  of 
medical  ethics  at  New  York  Presbyterian  Hospi- 
tal-Weill  Cornell  Medical  Center,  is  quoted  as 
saying,  “This  seems  an  excessive 
commodification  of  health  care.  This  is  not  the 
stock  exchange.”  How  right  he  is.  What  has 


Del  Med  Jrl,  August  2000,  Vol  72  No  8 


339 


Editorial 


happened  to  our  profession?  Is  it  not,  after  all,  a 
profession  - a vocation  whose  ideal  should  he 
something  higher  than  profit?  I am,  and  will 
always  be,  in  favor  of  the  free  enterprise  system. 
I also  believe  that  the  Internet  can  be  a source  of 
great  information  and  help  to  the  professional 
and  consumer.  All  that  having  been  said,  I find 
this  as  well  as  other  developments  by  fellow 
physicians  to  be  disheartening.  Lest  you  think 
surgeons  are  the  only  specialists  crossing  the 
line  between  professional  and  entrepreneur,  re- 
call that  recently  an  internist  in  Indiana  had  his 
license  suspended  for  dispensing  prescriptions 
for  such  medications  as  Viagra  over  the  Internet. 
All  the  prospective  patient  needed  to  do  was  fill 
out  a form  and,  of  course,  pay  a fee.  No  physical 
encounter  between  patients  and  “doctor”  ever 
took  place. 


So  what’s  the  cause  of  these  ills?  Obviously, 
it  is  greed  and  the  ability  to  utilize  modern 
technology  in  order  to  reach  a larger  audience. 
Perhaps  managed  care  and  third  party  payers 
are  partly  to  blame.  Through  the  restriction  of 
“allowable  fees,”  it  is  they  who  have  wrecked  the 
free  enterprise  system,  and  these  physicians 
have  found  a weapon  to  fight  back.  Unfortu- 
nately, their  methods  are  wrong  since  they  are 
violating  the  Hippocratic  credo,  which  places 
patient  welfare  above  all  else.  What  a shame 
that  these  physicians  did  not  elect  to  use  their 
computers  to  trade  on  the  stock  exchange  in- 
stead. Given  the  past  18  years  of  a bull  market, 
they  could  have  made  their  money,  not  risked 
patient  welfare,  and  not  cheapened  the  name  of 
our  profession  all  at  the  same  time. 


COVER+ROSSITER 


Certified  Public  Accountants  & Advisors 

The  accounting  and  advisory  firm  chosen  by  the 

Medicai  Society  of  Delaware  for  financial  and  auditing  services. 
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Skin  cancer  team  urges 
thorough  exams 


Multidisciplinary  Health  Improvement  Teams  (HlTs) 
are  a key  component  of  Christiana  Care's  strategy  to 
improve  cancer  care  throughout  the  communities  we 
serve.  Currently  there  are  teams  organized  to  address 
nine  specific  cancer  sites:  skin,  gastrointestinal, 
breast,  genitourinary,  gynecological,  neurological, 
hematological,  lung,  and  head  & neck. 

Christiana  Care's  skin  cancer  Health 
Improvement  Team  is  reaching  out  to  the 
Delaware  medical  community  for  help  and 
support  in  getting  everyone  at  risk  for  skin 
cancer  to  have  an  armual  full-body  exam. 
According  to  the  team's  physician  leader. 
Marguerite  Thew,  M.D.,  "It's  also  our  job  to 
develop  treatment  guidelines,  so  that  all 
patients  in  the  community  have  access  to  the 
same  standard  of  care,  and  to  discourage 
unneccessary  treatment  variations.  We  want  to 
be  sure  that  each  patient  receives  appropriate 
follow-up  care  and  monitoring." 

Goal  No.  1 : Determine  where  guidelines 
are  needed  most 

The  team's  first  goal  was  to  determine  which 
of  the  many  types  of  skin  cancer  needed 
guidelines  for  detection,  treatment  and  foUow-up. 
"We  focused  on  the  three  most  common  types: 
basal  cell,  squamous  cell  and  melanoma,"  Dr. 
Thew  says.  "Then  we  determined  the  target 
population  for  screening.  Although  everyone  is 
somewhat  at  risk  for  skin  cancer,"  she  explains, 
"certain  individuals  are  in  an  especially  high-risk 
population,"  including  those  who: 

■ Are  fair  complexioned  or  have  a tendency 
to  freckle. 

■ Have  sun  damage  and/or  a history  of 
having  sunburn. 

■ Have  a personal  or  family  history  of 
melanoma,  or  a personal  history  of  skin 
cancer. 

■ Have  multiple  nevi  or  atypical  nevi. 


Marguerite  Thew,  M.D., 

Skin  Care  Health 
Improvement  Team  Leader 

Key  to  prevention  is  raising  awareness, 
teaching  risk  reduction 

Educating  people  on  how  to  reduce  their  risk  is 
a major  prevention  goal.  Dr.  Thew  explains.  "A 
lot  of  what  people  think  is  the  effect  of  aging 
is  really  sun  damage.  And,  people  need  to 
understand  that  skin  damage  from  ultraviolet 
light  exposure  is  cumulative.  One  adds  to  the 
amount  of  injury  each  year." 

"Many  people  today  are  being  careful  about 
using  sunscreen,  and  it  does  provide  excellent 
protection  from  the  shorter  UVB  (ultraviolet  B) 
rays,  which  cause  sunburn,"  Dr.  Thew  says. 
"But,  because  sunscreens  don't  work  as  well 
against  the  longer  and  more  abundant  UVA 
(ultraviolet  A)  rays,  we  also  recommend  wear- 
ing hats  and  protective  clothing."  Dr.  Thew  also 
recommends  that  physicians  urge  their  patients 
to  avoid  tanning  booths. 

Team  enjoys  spirit  of  "patient-oriented  care" 

Being  on  the  skin  cancer  Health  Improvement 
Team  has  been  a great  pleasure.  Dr.  Thew  says, 
because  "it's  rewarding  to  work  on  something 
that  is  solely  for  the  benefit  of  the  patients." 

"Everyone  on  the  team  has  different  expertise 
and  perspective  to  bring  to  this  project, 
especially  m the  development  of  therapeutic 
guidelines.  Other  physicians  and  surgeons 
sharing  skin  cancer  Health  Improvement  Team 
responsibilities  include:  Maurice  A.  Thew, 

M.D.,  also  a dermatologist;  plastic  surgeon 
Christopher  J.  Saunders,  M.D.;  Michael  Saruk, 
M.D.,  a dermatopathologist/ dermatologist; 
internist  Maria  Diaz-Stanchi,  M.D.;  and  radiation 
oncologist  David  B.  Suh,  M.D. 


■ Are  immunocompromised. 
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Christiana  Care  Imaging  Services  offers 
outpatient  nuclear  medicine  testing  in 
our  new  patient  facility  in  the  Medical 
Arts  Pavilion  2 on  the  Christiana 
Hospital  campus. 

We  offer  a full  range  of  nuclear  medicine 
testing,  including: 

• Osteoporosis  testing  using 
DEXA  technology 

All  testing  performed  and  interpreted 
under  the  supervision  of  technologists 
and  physicians  certified  by  the  Interna- 
tional Society  for  Clinical  Densitometry. 

• Cardiac  stress  testing  with 
myocardial  perfusion  imaging 
All  procedures  monitored  by  a 
cardiologist  and  nurse. 

Our  new  facility  is  designed  for  your 
patients'  convenience: 

• Ample  free  parking 

• Outpatient  setting 

• Easy  scheduling 

• Most  insurance  accepted 
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What  Is  the  Etiology  of  Hypospadias? 
A Review  of  Recent  Research 

Richard  I.  Silver,  M.D. 


INTRODUCTION 

Although  the  surgical  management  of  hypospa- 
dias has  developed  significantly  in  recent  years, 
the  etiology  of  hypospadias  remains  largely  un- 
defined. Hypospadias  can  be  caused  by  intrinsic 
or  extrinsic  endocrine  factors.  Extrinsic  factors 
include  maternal  exposure  to  drugs  or  environ- 
mental agents  that  have  estrogenic  or  anti- 
androgenic  properties.  Such  agents  are  receiv- 
ing increasing  attention  as  having  an  adverse 
effect  on  male  genitourinary  health,  such  as  the 
development  of  hypospadias.  Research  into  the 
etiology  of  hypospadias  continues  to  shed  light 
on  the  endocrine  factors  that  may  be  related  to 
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this  common  birth  defect.  The  recent  develop- 
ments in  this  field  are  the  topic  for  this  review. 

AREAS  OF  RECENT  DEVELOPMENT 

Testosterone:  Reports  in  the  literature  have 
suggested  an  endocrine  etiology  for  hypospadias 
for  some  time.  In  1984,  Allen  and  Griffin 
studied  15  children  with  hypospadias  and  found 
that  7 of  the  15  children  showed  a poor  testoster- 
one response  to  HCG  stimulation.  The  data 
from  this  report  suggested  that  hypospadias  is  a 
local  manifestation  of  an  endocrinopathy.*  In 
1990,  Gearhart  and  his  colleagues  in  Baltimore 
reported  on  16  adultpatients  with  mild  hypospa- 
dias (distal  to  the  penoscrotal  junction)  and 
found  that  average  serum  LH  levels  were  el- 
evated, with  serum  FSH  and  T remaining  nor- 
mal. The  data  from  this  paper  also  suggested 
that  there  is  some  endocrine  dysfunction  in  men 
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with  hypospadias.^  Recent  data  that  support 
these  earlier  studies,  and  extend  the  experimen- 
tal observations,  is  the  work  presented  by  Ian 
Aaronson  at  the  American  Academy  of  Pediat- 
rics Meeting  in  1998  demonstrating  that  66 
percent  of  boys  with  mild  hypospadias  and  40 
percent  with  severe  hypospadias  will  be  found  to 
have  a defect  in  testicular  testosterone  biosyn- 
thesis. 

5a-Reductase:  The  enzyme  5a-reductase  con- 
verts testosterone  (T)  to  dihydrotestosterone 
(DHT),  a more  potent  androgen  required  for 
normal  urethral  development.  Research  of  the 
5a-reductase  deficiency  syndrome  in  the  1970s 
revealed  that  mutations  in  the  5a-reductase 
type  2 enzyme  are  responsible  for  this  form  of 
male  pseudohermaphroditism.  The  fact  that 
males  with  5a-reductase  deficiency  have  hypos- 
padias has  generated  my  own  interest  in  the 
possibility  that  mutations  in  5a-reductase  type 
2 might  be  present  in  boys  with  isolated  hypos- 
padias (a  male  phenotype  with  descended  testes, 
no  intersex  condition,  and  no  evidence  of  endo- 
crine abnormality).  Although  a previous  report 
has  suggested  that  5a-reductase  activity  in  boys 
with  hypospadias  is  normal,^  investigation  into 
the  molecular  genetics  of  5a-reductase  in  boys 
with  hypospadias  has  not  been  previously  re- 
ported. A recent  study  indicates  that  9 out  of  93 
boys  with  isolated  hypospadias  (9.7  percent) 
have  at  least  one  allele  affected  with  a 5a- 
reductase  type  2 mutation.  Three  different 
mutations  were  identified:  A49T,  LI  13V,  H231R. 
The  A49T  mutations  were  present  in  seven 
patients  (78  percent)  and  all  patients  with  hy- 
pospadias with  a native  urethral  meatus  distal 
to  the  penoscrotal  junction  involved  an  A49T 
mutation.  The  A49T  and  LI  13V  mutations 
have  not  been  previously  reported  in  a case  of  5a- 
reductase  deficiency,  but  may  be  common  in 
patients  with  hypospadias.  Interestingly,  the 
family  history  data  from  this  study  were  unre- 
liable to  predict  who  might  harbor  a 5a-reduc- 
tase  mutation.^ 

Androgen  Receptor  Mutations:  A look  at  four  re- 
cent studies  on  androgen  receptor  mutations 
and  hypospadias  in  the  1990s  reveals  that  two 
out  of  90  hypospadias  patients  studied  (2.2  per- 


cent) had  an  androgen  receptor  mutation.^'* 
One  patient  had  severe  hypospadias  and  one  had 
mild  hypospadias.  Therefore,  although  andro- 
gen receptor  mutations  may  be  related  to  hypos- 
padias, the  incidence  appears  to  be  lower  than 
for  abnormalities  in  testosterone  biosynthesis 
or  5a-reductase  type  2 mutations. 

Assisted  Reproduction:  A recently  completed 
study,  involving  male  patients  born  through  in 
vitro  fertilization  (IVF)  in  the  greater  Baltimore 
area  between  1988  and  1992,  indicates  that 
there  is  a five-fold  increased  risk  of  hypospadias 
in  males  born  through  IVF  technology.®  The 
data  from  this  study  indicates  that  the  inci- 
dence of  hypospadias  in  IVF  patients  is  1.46 
percent,  compared  to  a control  group  in  which 
the  hypospadias  incidence  is  0.27  percent.  The 
only  apparent  difference  between  the  IVF  and 
control  groups  was  maternal  progesterone  expo- 
sure during  gestation,  which  may  potentially 
interfere  with  the  normal  fetal  endocrine  mi- 
lieu. 

IVF  protocols  usually  include  progesterone 
administration  to  support  the  pregnancy. 
Progesterone  is  an  excellent  substrate  for  5a- 
reductase  and  can  act  as  a competitive  inhibitor 
of  the  T to  DHT  conversion.  Maternal  exposure 
to  progesterone  has  been  reported  as  a possible 
risk  factor  for  the  development  of  hypospadias, 
but  reports  in  the  literature  have  not  always 
produced  consistent  data  and  conclusions.  In 
1971,  Aarskog  performed  a retrospective  review 
of  human  subjects  exposed  to  progesterone  dur- 
ing gestation  and  found  an  incidence  of  hypospa- 
dias of  8. 5 percent. Conflicting  reports  include 
a prospective  review  by  Mau  in  1981,  which 
indicated  that  progestin  exposure  is  not  predic- 
tive of  hypospadias,*'  and  an  animal  study  by 
Briggs  in  1982,  which  showed  that  neither  es- 
trogen nor  progesterone  increased  the  rate  of 
hypospadias  in  male  offspring  in  a rat  model. 

If  progesterone  exposure  increases  the  risk  of 
hypospadias,  it  might  be  expected  that  the  use  of 
birth  control  pills  would  be  associated  with  an 
increased  risk  of  hypospadias,  since  these  agents 
contain  progesterone.  However,  there  is  no 
evidence  in  the  literature  to  suggest  that  the  use 
of  birth  control  pills  is  a risk  factor  for  hypospa- 
dias. 
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To  look  at  this  issue  further,  in  1996  Ronald 
Rodriguez  and  I created  an  animal  model  to 
further  examine  the  human  IVF  data  while  we 
were  both  in  training  at  The  Brady  Urological 
Institute  at  Johns  Hopkins  Hospital  in  Balti- 
more. We  subjected  timed  pregnant  female  rats 
to  progesterone  administration  via  subcutane- 
ous pellets  in  supraphysiologic  doses;  a control 
group  received  placebo.  The  pups  were  delivered 
at  2 1 days  by  Caesarean  section  and  the  external 
and  internal  genitalia  were  examined.  Of  82 
male  pups  who  were  born  to  mothers  exposed  to 
prenatal  progesterone  during  the  period  of  ure- 
thral development,  three  out  of  82  (four  percent) 
had  hypospadias,  while  none  of  the  control  male 
pups  (exposed  to  placebo)  were  born  with  hypos- 
padias (unpublished  data).  Hypospadias  does 
not  naturally  occur  in  male  rat  pups.  The  fact 
that  progesterone  administration  seemed  to 
cause  hypospadias  in  some  of  the  male  pups  was 
intriguing.  However,  why  only  a small  subset  of 
rats  was  affected  by  maternal  progesterone  ad- 
ministration, when  it  would  appear  that  all 
male  rat  pups  should  have  been  affected,  re- 
mains a mystery  at  this  time. 

If  maternal  progesterone  administration  is 
not  the  cause  of  the  increased  risk  of  hypospa- 
dias in  IVF,  how  do  we  explain  the  data?  The 
increased  risk  of  hypospadias  in  boys  born 
through  assisted  reproduction  may  also  be  re- 
lated to  underlying  endocrine  problems  that 
contribute  to  infertility,  or  fetal  endocrine  ab- 
normalities that  are  more  common  in  infertile 
couples.  In  1986,  a case  control  study  by  Kallen 
et  al.  evaluated  over  8,000  patients  and  con- 
cluded that  fertility  is  inversely  related  to  hy- 
pospadias.^^ If  true,  separating  the  risk  factor 
of  subfertility  from  other  factors  that  may  in- 
crease the  risk  of  hypospadias  in  the  IVF  popu- 
lation may  be  difficult  (but  necessary)  for  future 
research  endeavors. 

Genetic  Factors:  Evidence  for  the  Mendelian  in- 
heritance of  uncomplicated  hypospadias  exists 
in  the  literature. The  genetic  tendency  for 
hypospadias  is  well  recognized,  with  an  in- 
creased incidence  of  hypospadias  in  the  family 
members  of  an  affected  boy.*®-  The  genetic 
tendency  for  hypospadias  may  relate  to  heri- 
table mutations  in  proteins  related  to  androgen 


physiology  (see  above).  For  example,  if  5a- 
reductase  type  2 mutations  are  related  to  a 
phenotype  of  isolated  hypospadias,  then  the  ex- 
pected frequency  of  transmission  (assuming  100 
percent  penetrance)  would  be  25  percent,  requir- 
ing the  inheritance  of  a mutant  5a-reductase 
type  2 gene  from  either  parent  and  the  SRY  gene 
from  the  father.  The  fact  that  the  genetic  ten- 
dency for  hypospadias  can  be  complicated  by 
environmental  factors  should  be  recognized  as  a 
confounding  variable  in  this  issue  (see  below). 

Incidence  of  Hypospadias:  A recent  report  by 
Paulozzi  et  al.  indicates  that  the  incidence  of 
hypospadias  is  increasing,  with  a doubling  of 
the  incidence  of  hypospadias  from  1970  to  1993 
both  in  Atlanta  and  in  the  United  States  over- 
all.*® An  increased  rate  of  more  severe  cases  of 
hypospadias  was  noted,  contradicting  the  possi- 
bility of  improved  diagnosis  or  the  detection  of 
mild  cases.  Data  from  Britain*®  and  Hungary^® 
indicate  similar  trends  in  those  countries.  It  is 
interesting  to  speculate  that  the  increasing  in- 
cidence of  hypospadias  may  be  related  to  the 
spread  of  genetically  transmissible  defects  in 
androgen  metabolism  due  to  improved  tech- 
niques in  hypospadias  surgery  and  assisted  re- 
production technology,  and  the  increasing  use  of 
environmental  agents  with  effects  on  male  geni- 
tourinary embryology.  Further  work  on  this 
topic  will  be  helpful  to  confirm  this  trend  else- 
where and  to  determine  if  such  factors  are 
contributory. 

Environmental  Factors:  A commentary  on  the 
recent  Paulozzi  et  al.  paper  by  Helen  Dolk  raises 
the  issue  she  calls  the  “endocrine  disruptor 
h>q)othesis”  of  environmental  estrogens  and  anti- 
androgens.^*  A hot  topic  in  pediatric  andrology 
today  is  the  potential  impact  of  environmental 
pollutants  on  male  genital  anatomy  and  func- 
tion. This  was  nicely  discussed  at  last  year’s 
Society  for  Pediatric  Urology  meeting  in  Dallas 
by  Dr.  John  Peterson  Myers  during  his  Meredith 
Campbell  lecture:  “Our  Stolen  Future:  Environ- 
mental Chemicals  and  Their  Impact  on  Pediat- 
ric Health  and  Beyond.”  Environmental  factors 
implicated  in  the  development  of  hypospadias 
include  environmental  estrogens  such  as  pesti- 
cides (DDT),  toxic  substances  (PCBs),  and  plant 
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and  fungal  estrogens  (soya).  In  addition,  envi- 
ronmental anti-androgens  may  play  a role,  such 
as  the  fungicide  Vinclozolin.  It  is  interesting  to 
speculate  that  exposure  to  such  agents,  espe- 
cially in  rural  areas,  may  contribute  to  an 
increased  risk  of  hypospadias  in  boys  with  fami- 
lies who  live  in  such  areas.  The  fact  that 
environmental  factors  may  contribute  to  the 
genetic  tendency  seen  for  hypospadias  is  of  obvi- 
ous clinical  significance. 

Miscellaneous  Factors:  Other  factors  implicated 
in  hypospadias  include  age  (older  mothers, 
younger  fathers),  early  menarche  and  low  par- 
ity, subfertility  (especially  in  fathers),  exposure 
to  progestins  (a  controversial  factor,  as  dis- 
cussed above)  or  cocaine,  threatened  abortion, 
and  weak  contractions  or  Cesarean  section. 
F actors  that  indicate  abnormal  endocrine  func- 
tion in  the  parents,  such  as  subfertility  or 
problems  in  pregnancy,  are  not  unexpectedly 
implicated  as  a risk  factor  for  hypospadias. 
However,  the  idea  that  Cesarean  section  may  be 
a risk  factor  for  hypospadias  seems  question- 
able . It  may  be  statistically  related  to  hypospa- 
dias because  women  who  have  endocrine  abnor- 
malities may  fail  to  progress  during  labor  and 
require  a Cesarean  delivery.  F actors  not  impli- 
cated in  hypospadias  to  date  include  tobacco, 
alcohol,  birth  control  pills,  and  spermicides. 

SUMMARY 

The  multi-factorial  etiology  of  hypospadias  is 
becoming  more  defined  with  ongoing  investiga- 
tion. Implicated  factors  include  testosterone 
biosynthesis  defects,  5a-reductase  type  2 muta- 
tions, androgen  receptor  mutations  (rare),  IVF 
(progesterone  administration  or  endocrine  ab- 
normalities associated  with  infertility),  and  en- 
vironmental agents  that  can  disrupt  the  male 
sex  hormone  axis.  It  also  seems  that  the  inci- 
dence of  hypospadias  is  on  the  rise,  both  in  the 
United  States  and  in  Europe.  Hypospadias  is  a 
physical  manifestation  that  may  be  a conse- 
quence of  numerous  physiological  aberrations, 
and  our  ability  to  understand  and  to  potentially 
prevent  this  problem  will  require  a significant 
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amount  of  additional  work.  Our  challenge  for 
the  future  remains  to  identify  the  various  etiolo- 
gies, provide  prenatal  counseling  for  affected 
families  with  a history  of  hypospadias,  and 
minimize  or  eliminate  exposure  to  environmen- 
tal agents  that  may  contribute  to  this  problem. 
It  is  even  possible  that  some  day  we  may  be  able 
to  offer  prenatal  therapy  to  prevent  hypospadias 
when  the  risk  for  this  birth  defect  seems  high. 

Does  this  sound  far-fetched?  Consider  the 
modern  management  of  a family  with  a child 
born  with  the  adrenogenital  syndrome,  another 
endocrine  derangement  that  can  cause  abnor- 
mal genital  development.  In  this  situation, 
dexamethasone  can  be  administered  to  the 
mother  in  subsequent  pregnancies  to  prevent 
fetal  virilization  until  the  sex  of  the  fetus  can  be 
determined  or  adrenal  enzyme  mutations  can  be 
excluded.  Perhaps  in  the  future  a similar 
approach  will  be  taken  for  those  families  with 
strong  risk  factors  for  hypospadias. 

REFERENCES 

1.  Allen  TD  and  Griffin  JE:  Endocrine  studies  in 
patients  with  advanced  hypospadias.  J Urol  131: 
310-4,  1984. 

2.  Gearhart  JP,  Donohoue  PA,  Brown  TR,  Walsh  PC 
and  Berkovitz,  GD:  Endocrine  evaluation  of  adults 
with  mild  hypospadias.  J Urol,  144;  274-7,  1990. 

3.  Gearhart  JP,  Einhard  HR,  Berkovitz  GD,  Jeffs 
RD  and  Brown  TR:  Androgen  receptor  levels  and 
5 alpha-reductase  activities  in  preputial  skin  and 
chordee  tissue  of  boys  with  isolated  hypospadias. 
J Urol,  140:  1243-6,  1988. 

4.  Silver  RI  and  Russell  DW;  5a-reductase  type  2 
mutations  are  present  in  some  boys  with  isolated 
hypospadias.  J Urol,  162;  1142-45,  1999. 

5.  Allera  A,  Herbst,  MA,  Griffin  JE,  Wilson  JD, 
Schweikert  HU,  et  al.:  Mutations  of  the  androgen 
receptor  coding  sequence  are  infrequent  in  pa- 
tients with  isolated  hypospadias.  J Clin 
Endocrinol  Melab,  80;  2697-9,  1995. 

6.  Bentvelsen  FM,  Brinkmann  AO,  van  der  Linden 
IE,  Schroder  FH  and  Nijman  JM:  Decreased  im- 
munoreactive  androgen  receptor  levels  are  not 
the  cause  of  isolated  hypospadias.  Br  J Urol,  76: 
384-8,  1995. 

7.  Sutherland  RW,  Wiener  JS,  Hicks  JP,  Marcelli  M, 
Gonzales  ET,  Jr,  et  al.:  Androgen  receptor  gene 
mutations  are  rarely  associated  with  isolated 
penile  hypospadias.  J Urol,  156:  828-31,  1996. 

8.  Terakawa  T,  Shima  H,  Yabumoto  H,  Koyama  K 
and  Ikoma  F:  Androgen  receptor  levels  in  pa- 


Del  Med  Jrl,  August  2000,  Vol  72  No  8 


Scientific  Article 


tients  with  isolated  hypospadias.  Acta  Endocrinol, 
123;  24-9,  1990. 

9.  Silver  RI,  Rodriguez  R,  Chang  TSK,  and  Gearhart 
JP;  In  vitro  fertilization  is  associated  with  an 
increased  risk  of  hypospadias.  J Urol,  161:  1954- 
7,  1999. 

10.  Aarskog  D:  Maternal  progestins  as  a possible 
cause  of  hypospadias.  N Engl  J Med,  300:  75-8, 
1979. 

11.  Mau  G:  Progestins  during  pregnancy  and  hypos- 
padias. Teratology,  24:  285-7,  1981. 

12.  Briggs  MH:  Hypospadias,  androgen  biosynthesis, 
and  synthetic  progestogens  during  pregnancy. 
Int  J Fertil,  27:  70-2,  1982. 

13.  Kallen  B,  BertoUini  R,  Castidla  E,  Czeizel  A, 
Knudsen  LB,  et  al.:  A joint  international  study  on 
the  epidemiology  of  hypospadias.  Acta  Paedia.tr 
Scand  Suppl,  324:  1-52,  1986. 

14.  Page  LA:  Inheritance  of  uncomplicated  hypospa- 
dias. Pediatrics,  63:  788-90,  1979. 


15.  Frydman  M,  Greiber  C and  Cohen  HA:  Uncompli- 
cated familial  hypospadias:  evidence  for  autoso- 
mal recessive  inheritance.  American  Journal  of 
Medical  Genetics,  21;  51-60,  1985. 

16.  Bauer  SB,  Bull  MJ  and  Retik  AB:  Hypospadias:  a 
familial  study.  J Urol,  121:  474-7,  1979. 

17.  Bauer  SB,  Retik  AB  and  Colodny  AH:  Genetic 
aspects  of  hypospadias.  Urologic  Clinics  of  North 
America,  8:  559-64,  1981. 

18.  Paulozzi  LJ,  Erickson  JD  and  Jackson  RJ:  Hypos- 
padias trends  in  two  US  surveillance  systems. 
Pediatrics,  100:  831-4,  1997. 

19.  Matlai  P and  Beral  V:  Trends  in  congenital  mal- 
formations of  external  genitalia.  Lancet, 
1:108,  1985. 

20.  Czeizel  A:  Increasing  trends  in  congenital  mal- 
formations of  male  external  genitalia  [letter]. 
Lancet,  1:  462-3,  1985. 

21.  Dolk  H;  Rise  in  prevalence  of  hypospadias.  Lan- 
cet, 351:  770,  1998. 


C^<; 


Your  Prescription  for  a Healthy  Practice 


Managed  care  and  market-driven  reforms  are  forcing 
profound  changes  in  the  way  health  care  providers  operate. 
Questions  about  patient  care  are  now  issues  of  patient  cost. 

McBride  Shopa  can  help  you  concentrate  on  your 
profession,  giving  you  the  remedy  you  need  to  operate 
an  efficient  and  cost  effective  practice. 


As  members  of  the  CPA  Healthcare  Network, 
McBride  Shopa  can  provide  you  with  medical 
practice  consulting  and  educational  resources. 


Members  of  the  Delaware  Society  of  CPA's,  the  American  Institute  of  CPA's, 
Independent  Accountants  International,  and  the  Delaware  Medical  Group 
Management  Association. 

Certified  Public  Accountants  and  Management  Consultants 


270  Presidential  Drive  • Wilmington,  Delaware  19807  • (302)  656-5500  • www.mcbrideshopa.com 


Del  Med  Jrl,  August  2000,  Vol  72  No  8 


347 


• Anxiety-Free  Non-Claustrophobic  Open  Design 

• High  Resolution  Thin-Slice  Imaging 

• MR  Angiography 

• Full  Range  of  MRI  Procedures 

• State-of-the-Art  Open-Air  System 

• Board  Certified  Fellowship 
Trained  MRI  Radiologists 

• Two  Convenient  Locations  - Newark  and  Wilmington 


Administrative  Director 

Steven  L.  Edell,  D.O.  F.A.C.R. 

Medical  Director 

Andrew  H.  Sheer,  M.D. 


MRI  Radiologists 

Michael  R.  Clair,  M.D. 
Kenneth  E.  Brumberger,  M.D. 
Andrew  H.  Sheer,  M.D. 


G-39  Omega  Drive  • Newark,  Delaware  19713  • 302-738-1700 
3211 -A  Concord  Pike  • Wilmington,  Delaware  19803  • 302-479-5400 


SCIENTIFIC  ARTICLE 


RC  — A Case  of  Ornithine  Transcarbamylase  (OTC)  Deficiency 

The  Most  Commonly  Genetically  Acquired  Urea  Cycle  Defect 

Daniel  R.  Morra,  M.DJ  — Vinay  M.  Nadkarni,  M.D.^ — Louis  E.  Bartoshesky,  M.D.^ 

Mark  S.  Finkelstein,  D.O.,  F.A.O.C.R.'* 


BACKGROUND 

RC  was  a 4-year-old  previously  healthy  female 
who  became  unresponsive  late  on  the  night  of 
admission.  She  was  in  her  usual  state  of  good 
health  until  three  days  prior  to  admission  when 
she  developed  some  vague  gastrointestinal  symp- 
toms, including  intermittent  non-bilious  vomit- 
ing and  low  grade  fever  (100  degrees  F measured 
orally).  She  had  a poor  appetite  and  complained 
of  being  “sick  to  her  stomach”  with  poorly  local- 
ized abdominal  pain,  but  was  still  tolerating 
some  clear  liquids.  The  family  believed  she  had 
a “stomach  virus”  and  gave  some  ibuprofen  and 
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Mylicon®,  with  no  relief.  She  went  to  bed,  but 
was  restless  and  unable  to  sleep.  Her  mother 
tried  walking  around  the  house  with  her  a bit  “to 
get  her  tired.”  At  this  time,  she  noticed  that  her 
daughter  was  “walking  funny,”  having  diffi- 
culty keeping  her  head  up  or  her  eyes  open  and 
frequently  “bumping  into  things.”  She  seemed 
“out  of  it”  and  did  not  even  acknowledge  her 
parents  when  they  spoke  to  her.  The  family, 
thinking  she  was  ill  and  tired,  put  her  to  bed  and 
hoped  she  would  fall  asleep  and  improve  in  the 
morning.  The  patient  fell  asleep,  but  a couple  of 
hours  later,  her  mother  checked  on  her  and 
found  her  to  be  unresponsive  and  unarousable. 
It  was  at  this  time  that  the  family  rushed  her  to 
the  Emergency  Department  (ED). 

The  patient’s  medical  history  was  unre- 
markable. She  was  born  at  term  via  spontane- 
ous vaginal  delivery  after  an  uncomplicated 
pregnancy.  There  were  no  prior  hospitaliza- 
tions or  surgeries.  Her  medications  included 
only  ibuprofen  and  Mylicon®,  but  no  aspirin  or 
salicylates.  She  had  no  known  drug  or  food 
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allergies.  Immunizations  were  up-to-date.  Her 
family  history  was  noncontributory,  with  no 
history  of  endocrine,  genetic,  or  metabolic  dis- 
eases. The  patient  lived  with  her  mother,  fa- 
ther, teenage  sister,  and  half-brother,  all  of 
whom  were  in  good  health. 

There  were  multiple  environmental  expo- 
sures. The  family  lived  in  an  old  duplex  home, 
not  recently  renovated.  There  was  no  flaking  of 
old  paint,  but  the  house  was  recently  treated  for 
ants  and  sprayed  with  an  unknown  insecticide. 
Five  days  prior  to  admission,  her  family  went  on 
a fishing  trip  and  barbecue  in  the  nearby  woods. 
She  had  a large  meal,  and  had  access  to  (but  did 
not  drink  from)  a fresh  water  stream.  She  had 
no  known  insect  bites.  There  were  no  animal 
exposures,  but  there  was  a young  cat  with  which 
the  patient  played  frequently  at  the  neighbor’s 
house.  Two  days  prior  to  admission,  she  was 
helping  her  aunt  with  a wood  staining  project. 
On  that  day,  she  had  complained  of  some  of  the 
symptoms  described  above,  but  these  had  begun 
prior  to  working  with  the  wood  stain  and  per- 
sisted until  admission. 

When  the  patient  arrived  in  the  ED,  she  was 
floppy,  unresponsive,  coughing  occasionally  and 
intermittently  screaming.  There  were  no  pur- 
poseful movements  and  she  did  not  respond  to 
the  placement  of  an  intravenous  line  and  Foley 
catheter.  Her  vital  signs  were  temperature  36 
C rectally,  pulse  100,  respirations  24  without 
distress,  and  blood  pressure  of  103/41.  Initial 
bedside  glucose  was  1 18.  She  received  naloxone 
(0.1  mg/kg)  in  the  ED  with  no  change  in  her 
mental  status.  She  did  not  open  her  eyes  spon- 
taneously, and  pupils  were  eight  mm  and  slug- 
gishly reactive.  There  were  no  meningeal  signs. 
Glasgow  Coma  Score  (GCS)  was  seven  (E^V^M^). 
Vascular  access  was  obtained  and  the  patient 
was  given  20  cc/kg  of  normal  saline.  CBC 
showed  white  blood  cell  count  of 7600  (72  percent 
neutrophils,  21  percent  lymphocytes),  hemoglo- 
bin 11.2,  hematocrit  33.8,  and  platelet  count 
320,000.  Urinalysis  was  normal.  Serum  elec- 
trolytes were  normal  (Na  142,  K 4.0,  Cl  101,  CO^ 
with  BUN  8,  Cr  0.6,  and  glucose  103).  Arterial 
blood  gas  showedpH  7.39,  PaCO^  37,  PaOg  107, 
HCOg  22.  Urine  toxicology  screen  was  negative 
for  amphetamines,  barbiturates,  benzodiaz- 
epines, cocaine,  PGP,  tricyclics,  and  cannab- 


inoids.  Emergency  computerized  tomography 
(CT)  of  the  head  was  normal.  Blood  and  urine 
cultures  were  sent.  Arrangements  were  made 
for  the  patient  to  be  transferred  to  the  tertiary 
care  hospital’s  pediatric  intensive  care  unit 
(PICU)  for  further  evaluation  and  management. 

There  were  no  changes  in  the  patient’s  con- 
dition during  critical  care  transport.  On  arrival 
to  the  PICU,  the  vital  signs  were  temperature 
35.6  C rectally,  pulse  108,  respirations  16  with- 
out distress,  blood  pressure  92/35,  and  Sa02 100 
percent  with  supplemental  oxygen  (two  liters 
flow  via  nasal  cannula).  There  was  no  stridor  or 
drooling.  Corneal,  gag,  and  cough  reflexes  were 
intact.  The  remainder  of  the  exam  was  notable 
for  the  following:  roving  eye  movements,  pupils 
five  to  six  mm  and  sluggishly  reactive,  normal 
fundi,  lack  of  meningeal  signs,  no  lymphaden- 
opathy,  a II/VI  systolic  ejection  murmur  heard 
at  the  upper  left  sternal  border  (c/w  flow  mur- 
mur), clear  lungs,  hepatomegaly  (liver  palpable 
four  cm  below  the  right  costal  margin),  well- 
perfused  extremities,  and  no  jaundice  or  rash. 
Neurological  exam  was  notable  for  GCS  7,  no 
spontaneous  eye  movements,  no  verbalization, 
purposeless  spontaneous  movements  of  the  lower 
and  upper  extremities,  brisk  (3+)  reflexes 
throughout,  positive  ankle  clonus,  and  a posi- 
tive Babinski  sign  bilaterally. 

In  the  PICU,  the  patient  was  electively 
intubated  to  ensure  an  intact  airway  and  ad- 
equate ventilation,  and  allow  for  responsive 
hyperventilation,  should  the  patient’s  intracra- 
nial pressure  (ICP)  rise  acutely  and  mental 
status  deteriorate.  Following  intubation,  a re- 
peat CT  of  the  head  showed  early  cerebral  edema 
and  mild  hydrocephalus  with  a slight  increase 
in  lateral  ventricle  size.  A lumbar  puncture 
showed  an  elevated  opening  pressure  of  23  cm 
H^O  in  the  lateral  recumbent  position.  Cere- 
brospinal fluid  (CSF)  showed  a normal  glucose 
(69  mg/dL),  low  protein  (13  mg/dL),  and  no  cells 
or  organisms  on  gram  stain.  Complete  blood 
count  (CBC),  serum  osmolality,  erythrocyte  sedi- 
mentation rate  (ESR),  and  serum  lead  level  were 
normal,  including  a WBC  count  of  7400  (80 
percent  neutrophils,  ten  percent  lymphocytes, 
three  percent  monocytes,  and  one  percent  atypi- 
cal lymphocytes).  The  patient  was  given  IV 
ceftriaxone  (100  mg/kg),  but  all  blood,  CSF,  and 
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urine  cultures  were  negative.  Blood  chemistries 
were  normal  (Na  145,  K 4.1,  Cl  108,  HCOg  19, 
BUN  9,  Cr  0.4,  glucose  95,  bilirubin  0.8).  There 
was  a mild  transaminase  elevation  (AST  78  U/ 
L,  ALT  124  U/L).  A hepatitis  screen  was  sent 
and  was  negative.  Because  of  the  possible  expo- 
sure to  an  organophosphate  insecticide,  red  blood 
cell  cholinesterase  and  plasma  cholinesterase 
were  sent  and  were  normal.  Additionally,  mono- 
nucleosis screen  (Monospot®),  cat  scratch  anti- 
body titer,  and 
antinuclear  anti- 
body (ANA)  were 
negative.  CSF for 
herpes  (by  poly- 
merase chain  re- 
action) and  Lyme 
IgG  and  IgM  were 
negative.  Serum 
ammonia  level 
(venous  specimen 
obtained  without 
tourniquet)  was 
327  pM  (normal 
<50  pM).  Plasma 
amino  acids  were 
positive  for  mark- 
edly decreased  cit- 
rulline  and  el- 
evate d ornithine . 

A urine  organic 
acid  screen 
showed  markedly 
increased  orotic 
acid.  These  re- 
sults were  highly 
suggestive  of  the 
diagnosis  of  orni- 
thine transcarba- 
mylase  (OTC)  deficiency. 

The  patient  continued  to  exhibit  signs  and 
symptoms  of  hyperammonemia  and  acute  en- 
cephalopathy secondary  to  probable  OTC  defi- 
ciency, and  her  cardiovascular  and  neurologic 
status  progressively  deteriorated.  She  required 
continuous  arterial  blood  pressure  monitoring 
(for  labile  blood  pressures)  and  ICP  monitoring. 
Fluids  and  vasopressors  (i.e.  norepinephrine 
and  epinephrine)  were  used  to  maintain  ad- 
equate systemic  and  cerebral  perfusion  pres- 


sures. Intermittent  hyperventilation  and  man- 
nitol were  used  to  control  spikes  of  ICP.  She  was 
begun  on  total  parenteral  nutrition  (without 
amino  acids  to  decrease  protein  load)  and  dia- 
lytic  therapies  (slow  continuous  ultrafiltrate 
with  dialysis  (SCUF-D)  and  continuous 
venovenous  hemofiltration  (CWHF))  to  remove 
the  ammonia  (in  its  ionized  form,  NH^"").  Com- 
bination therapy  with  sodium  benzoate  and  so- 
dium phenylacetate  was  also  used  to  provide  an 

alternate  route 
for  the  excretion 
of  ammonia.  All 
therapies  were  ef- 
fective in  reduc- 
ing the  ammonia 
level  to  10-20  pM 
(within  the  nor- 
mal range) over  a 
period  of  36-48 
hours. 

Her  condition 
continued  to  de- 
teriorate on  days 
two  through  three 
of  hosp  italization . 
Repeat  CT  of  the 
brain  showed  gen- 
eralized  brain 
edema  and  pro- 
gressive hydro- 
cephalus (Figure 
1).  She  was  placed 
in  a pentobarbital 
coma,  and  brain 
activity  was 
monitored  con- 
tinuously by  elec- 
troencephalo- 
gram  (EEC)  and  titrated  to  burst  suppression. 
Blood  pressures  were  labile,  and  on  day  three, 
she  developed  hypotension  that  was  refractory 
to  pressor  support.  Osmotic  therapies  were  no 
longer  effective  in  controlling  ICP.  She  devel- 
oped temperature  instability,  as  well  as  mul- 
tiple metabolic  derangements  including 
hypernatremia,  glucose  intolerance,  and  evi- 
dence of  diabetes  insipidus.  Her  pupils  progres- 
sively dilated  (five  to  six  mm)  and  became  asym- 
metric and  minimally  reactive  (L<R)  on  neuro- 


Figure  1 . Generalized  cerebral  edema  and  hydrocephalus  developed  in  our 
patient  with  hyperammonemia  secondary  to  ornithine  transcarbamylase 
deficiency.  At  alkaline  pH,  such  as  occurs  with  metabolic  alkalosis, 
ammonium  (NH^)  ions  are  converted  to  ammonia  (NHj)  molecules,  which 
freely  diffuse  across  the  lipid  membranes  of  brain  cells. 


Photograph  courtesy  of  duPont  Hospital  for  Children,  Photography  Department,  with  the 
help  of  Mark  Finkelstein,  D O.,  from  the  Department  of  Radiology. 
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logic  exam.  Pupils  became  fixed  and  dilated 
early  on  the  third  day  of  admission,  and  after 
thoughtful  discussion  with  the  family,  aggres- 
sive escalation  of  ICU  support  was  limited.  She 
died  in  her  parents’  arms  72  hours  after  presen- 
tation to  the  ED.  Autopsy  was  declined,  but  a 
liver  section  was  obtained  within  two  hours  of 
death  and  was  frozen  immediately.  Later,  OTC 
deficiency  was  confirmed  by  enzyme  assay  of 
liver,  and  a deletion  of  a single  base  in  exon  five 
was  detected  by  sequencing  of  the  OTC  gene. 

DISCUSSION 

This  previously  healthy  young  girl  presented  in 
coma  after  24-48  hours  of  vague  gastrointestinal 
and  systemic  symptoms,  including  fever,  vomit- 
ing, and  abdominal  pain.  Acute  management  of 
encephalopathy  and  coma  were  initiated  and 
continued  in  the  ICU.  These  included  the  basic 
“ABCs”  - airway,  breathing,  and  circulation. 
One  must  assure  an  intact  airway  and  adequate 
ventilation.  This  often  necessitates  intubation 
to  protect  the  airway.  Intravenous  access  should 
be  obtained,  so  that  the  patient’s  fluid  and 
circulatory  status  can  be  ascertained  and  cor- 
rected if  necessary.  Baseline  chemistries  and 
an  arterial  blood  gas  will  detect  any  acute  meta- 
bolic or  fluid/electrolyte  abnormalities,  includ- 
ing the  presence  of  acidosis  or  alkalosis.  A 
bedside  glucose  determination  will  rule  out  hy- 
poglycemia, and  naloxone  will  address  the  prob- 
lem of  some  drug  toxicities  (i.e.  opiates).  An 
evaluation  of  ICP  includes  serial  neurologic 
exams  and  emergency  head  CT.  Steps  to  reduce 
ICP  acutely  include  sedation,  analgesia,  con- 
trolled hyperventilation,  intravenous 
osmotherapy  (mannitol),  diuretics  (furosemide 
andacetazolamide),  and  occasionally  CSF  drain- 
age. A Foley  catheter  should  be  placed  to  moni- 
tor the  patient’s  urine  output  closely  (as  in- 
creased ICP  can  be  associated  with  both  the 
syndrome  of  inappropriate  antidiuretic  hormone 
(SIADH)  and  diabetes  insipidus  (DI)).  Blood  and 
urine  should  be  sent  for  osmolalities,  as  well  as 
toxicologic  screens  so  that  appropriate  treat- 
ment could  be  given.  Liver  and  renal  function 
studies  (i.e.  ALT,  AST,  alkaline  phosphatase, 
GGT,  fractionated  bilirubin,  albumin,  BUN, 


and  creatinine),  and  serum  ammonia  level, 
plasma  amino  acids,  and  urine  organic  acids 
should  be  evaluated.  These  would  help  to  rule 
out,  respectively,  hepatic  encephalopathy  or  other 
liver  disease,  acute  renal  failure,  and  coma 
secondary  to  hyperammonemia. 

Ammonia  is  a metabolic  toxin,  and  at  physi- 
ologic pH,  more  than  98  percent  exists  as  the 
ionized  form  (ammonium,  NH^"").  Serum  am- 
monia levels  can  be  obtained  inexpensively  and 
require  very  little  blood  (<1  cc),  sent  to  the  lab 
on  ice  promptly  after  collection.  Normal  serum 
levels  of  ammonia  do  not  exceed  35  pmol/L  (pM), 
but  children  with  levels  of  50-100  pM  are  usu- 
ally asymptomatic.  At  levels  of  100-200  pM,  a 
child  often  develops  anorexia,  vomiting,  ataxia, 
irritability  and/or  hyperactivity.  Levels  of  200- 
250  pM  are  associated  with  vomiting,  progres- 
sive lethargy  and  stage  II  coma  (combative  and 
stuporous).  Levels  over  300  pM  are  associated 
with  stage  III  coma  (responsive  only  to  painful 
stimuli),  and  levels  above  500  pM  are  associated 
with  cerebral  edema,  cytotoxic  brain  and  liver 
changes  (neuronal  and  hepatic  cellular  swell- 
ing), and  stage  IV  coma  (unresponsive  with 
increased  ICP). 

In  adults,  hyperammonemia  is  most  often 
caused  by  liver  disease,  but  in  children,  etiolo- 
gies include  a variety  of  inborn  errors  of  metabo- 
lism - i.e.,  urea  cycle  enzyme  deficiencies,  or- 
ganic acidemias,  congenital  lactic  acidosis,  and 
dibasic  aminoacidurias.  Acquired  disorders  such 
as  Reye  syndrome,  liver  disease,  and  exposure  to 
various  toxins  and  drugs  can  present  with 
hyperammonemia.  One  must  have  a high  index 
of  suspicion  for  hyperammonemia  and  treat  the 
patient  accordingly,  as  delayed  therapy  can  lead 
to  irreversible  brain  damage.  The  ammonium 
ion  does  not  permeate  lipid  membrane  barriers, 
but  as  the  pH  of  the  blood  increases  (specifically, 
above  pH  7.4),  the  ion  is  converted  to  ammonia 
(NHg),  which  freely  diffuses  across  lipid  mem- 
branes. Hyperventilation,  used  as  a primary 
mechanism  to  decrease  ICP,  can  therefore  cre- 
ate an  alkalotic  state  to  worsen  ammonia  toxic- 
ity.* 

One  must  work  not  only  to  eliminate  ammo- 
nia from  the  body,  but  also  to  provide  the  patient 
with  adequate  nutrition.  Parenteral  nutrition 
with  intralipids  should  be  used.  Minimal 
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amounts  of  protein  (0.25  g/kg/24  hr),  which  are 
broken  down  into  ammonia,  should  be  provided 
primarily  in  the  form  of  essential  amino  acids  to 
prevent  a catabolic  state.  Fat  (at  least  l-3g/kg/ 
24  hr)  should  provide  adequate  calories. 

Because  ammonia  is  poorly  cleared  from  the 
kidneys,  its  removal  from  the  body  may  be 
facilitated  by  utilizing  alternate  methods  of  am- 
monia excretion  to  form  compounds  with  a high 
renal  clearance.  Sodium  benzoate  combines 
with  endogenous  glycine  to  produce  hippurate, 
which  is  eliminated  at  five  times  the  glomerular 
filtration  rate.  Each  mole  of  benzoate  removes 
one  mole  of  ammonia  as  glycine.  Sodium 
phenylacetate  conjugates  with  glutamine  to  form 
phenylacetylglutamine,  which  is  excreted  in  the 
urine  as  well.  One  mole  of  phenylacetate  re- 
moves two  moles  of  ammonia  as  glutamine.  One 
should  be  cautious  when  using  these  substrates, 
however,  since  the  sodium  load  is  significant 
and  can  cause  hypernatremia.  If 
hyperammonemia  is  caused  by  a defect  in  the 
urea  cycle,  arginine  should  be  supplemented. 
Arginine  supplies  the  urea  cycle  with  ornithine 
and  N-acetylglutamate,  which  go  on  to  produce 
citrulline  and  argininosuccinic  acid,  which  are 
far  less  toxic  and  can  be  more  readily  excreted  by 
the  kidneys.  Patients  with  OTC  deficiency  can 
also  benefit  from  citrulline  supplementation 
because  one  mole  of  citrulline  can  accept  one 
mole  of  ammonia  (as  aspartic  acid)  to  form 
arginine.  In  organic  acidemias  other  than  OTC 
deficiency,  arginine  and  citrulline  are  of  no 
therapeutic  benefit,  but  should  be  used  until  a 
definitive  diagnosis  is  reached.^ 

ORNITHINE  TRANSCARBAMYLASE  (OTC) 

Ornithine  transcarbamylase  (OTC)  is  a mito- 
chondrial enzyme  that  catalyzes  the  synthesis 
of  citrulline  from  carbamoyl  phosphate  and  or- 
nithine in  the  urea  cycle.  OTC  deficiency  is 
transmitted  as  an  X-linked  disorder.  The  hu- 
man OTC  gene  has  been  localized  to  the  short 
arm  of  the  X chromosome,  band  p2 1.1,  and  it  has 
been  cloned  and  sequenced.  As  of  1995,  of  the 
approximately  70  mutations  and  polymorphisms 
affecting  the  human  OTC  gene,  40  of  these  (38 
missense  alterations  and  two  in  frame  deletions) 
have  been  identified  in  the  sequence  encoding 


the  mature  enzyme.  Mutations  in  the  OTC  gene 
found  in  patients  with  hyperammonemia  of  the 
“neonatal  type”  are  clustered  in  important  struc- 
tural or  functional  domains,  either  in  the  inte- 
rior of  the  protein,  at  the  active  site,  or  at  the 
interchain  surface.  Mutations  found  in  patients 
with  “late-onset  disease”  are  located  primarily 
on  the  surface  of  the  protein,  having  less  effect 
on  the  activity  of  the  enzyme  and  thus  causing 
milder  disease.^ 

OTC  deficiency  is  the  most  common  of  all 
urea  cycle  disorders.  It  leads  to 
hyperammonemia,  hyperglutaminemia, 
hypoargininemia,  hypocitrullinemia,  and  epi- 
sodic encephalopathy  that,  if  uncontrolled,  re- 
sults in  brain  injury  and  death.  The  most 
dramatic  form  of  the  disease  occurs  in  newborn 
boys  as  catastrophic  hyperammonemic  encepha- 
lopathy. Hemizygous  males  who  survive  the 
neonatal  period  are  often  neurologically  devas- 
tated and  have  a high  incidence  of  mental  retar- 
dation, cerebral  palsy,  and  seizures.  Late-onset 
disease,  which  is  associated  with  a milder  phe- 
notype, can  be  seen  in  some  males.  This  vari- 
able phenotype  expression  is  presumably  a re- 
sult of  different  mutant  alleles,  some  of  which 
permit  residual  OTC  activity.  More  than  twenty 
allelic  variants  have  been  documented."^ 

Clinical  manifestations  in  females  vary  a 
great  deal,  ranging  from  apparent  normality  to 
profound  neurologic  impairment.  Girls  ranging 
in  age  from  six  months  to  14  years  at  the  time 
of  diagnosis  all  had  a history  of  irritability, 
vomiting,  and  lethargy,  and  most  avoided  di- 
etary protein  as  a natural  adaptation  to  avoid 
hyperammonemic  “crisis.”  Ataxia,  progressive 
encephalopathy,  developmental  delay,  and  de- 
layed physical  growth  each  occurred  in  at  least 
five  of  the  girls,  and  three  had  seizures.  Five  of 
the  girls  had  intelligence  quotients  (IQs)  of  less 
than  70  at  the  time  of  diagnosis,  and  another 
four  had  borderline  mental  retardation  (IQ  70- 
84).  The  variable  expression  in  females  is  most 
likely  a function  of  the  proportion  of  hepatocytes 
in  which  the  active  X chromosome  bears  the 
mutant  allele,  although  as  in  males,  different 
mutant  alleles  may  also  have  varying  expres- 
sion.^ 

The  most  common  symptoms  of  partial  OTC 
deficiency  are  nonspecific  and  occur  in  other 
acute  childhood  illnesses,  including  sepsis,  gas- 
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troenteritis,  toxic  ingestion  or  environmental 
exposure,  Reye  syndrome,  and  liver  disease,  as 
well  as  other  disorders  of  the  cardiorespiratory 
and  central  nervous  systems.  Confusion  of 
partial  OTC  deficiency  with  these  other  disor- 
ders can  contribute  to  delays  in  diagnosis.  The 
early  symptoms  of  inborn  errors  of  metabolism 
are  often  nonspecific,  and  such  diagnoses  must 
often  be  considered.  An  ammonia  (ammonium) 
level,  plasma  for  amino  acids,  and  urine  for 
organic  acids  can  help  to  distinguish  the  more 
common  diagnoses  from  inborn  errors  of  me- 
tabolism. The  following  criteria  can  help  diag- 
nose OTC  deficiency  in  symptomatic  females: 
avoidance  of  dietary  protein  and  hyper- 
ammonemia, or  a reaction  in  the  patient’s  mother 
during  a protein  tolerance  test.  Lysinuric  pro- 
tein intolerance  should  be  excluded  because 
patients  with  this  disease  may  have  hyper- 
ammonemia and  orotic  aciduria.  Less  common 
disorders,  such  as  the  hyperammonemia- 
hyperornithinemia-homocitrullinemia  syn- 
drome, can  be  distinguished  by  their  character- 
istic amino  acid  profiles  in  plasma  and  urine. 
Since  patients  with  partial  OTC  deficiency  may 
have  increased  serum  levels  of  alanine  and 
aspartate  amino-transferases  (ALT,  AST)  in 
association  with  hyperammonemia,  as  in  Reye 
syndrome,  the  latter  disease  may  be  distin- 
guished by  the  lack  of  protein  avoidance,  the 
presence  of  markedly  increased  plasma  lysine 
levels,  normal  or  only  minimally  elevated  orotic 
acid  levels,  and  liver  histology  if  indicated.® 

CONCLUSION 

For  the  female  child  who  is  asymptomatic  and 
does  not  have  orotic  aciduria  at  the  time  of 
evaluation  but  who  has  had  hyperammonemia 
in  the  past,  the  following  diagnostic  approach 
should  be  taken.  The  pedigree  should  be  evalu- 
ated for  males  dying  during  the  neonatal  period 
or  for  other  females  with  the  above  symptoms. 
The  mother  and  her  female  relatives  should  be 
tested  for  orotic  aciduria  in  response  to  a protein 


tolerance  test.  The  sensitivity  of  this  test  is  very 
high  (95  percent).  Urinary  lysine  levels  should 
be  determined  in  order  to  exclude  the  possibility 
of  lysinuric  protein  intolerance.  If  neither  the 
patient  nor  her  mother  or  female  relatives  have 
orotic  aciduria,  a liver  biopsy  for  determination 
of  enzyme  activity  is  indicated.  A normal  or 
nearly  normal  level  of  OTC  may  not  totally 
exclude  partial  OTC  deficiency  because  of  the 
mosaicism  of  OTC  activity  in  the  liver. 

The  plasma  ammonium  level  should  be 
measured  in  females  who  present  with  unex- 
plained recurrent  vomiting  and  lethargy  or  stu- 
por. Other  symptoms,  including  seizures,  coma, 
behavior  abnormality,  irritability  upon  wean- 
ing (of  formula)  and  introduction  of  protein 
intake,  and  a family  history  of  unexplained 
neonatal  death  in  males  (newborn)  or  death 
after  encephalopathy  in  females  should  raise 
suspicion  of  OTC  deficiency.  Patients  suspected 
of  having  partial  OTC  deficiency  should  be 
treated  with  a low-protein  diet,  activation  of 
other  pathways  of  ammonia  excretion,  avoid- 
ance of  alkalinization,  and  if  necessary,  dialy- 
sis. Early  diagnosis  and  treatment  may  de- 
crease the  risk  of  mental  retardation  and  im- 
prove the  outcome  of  patients  with  this  disease.® 
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Two  Great  Office  Opportunities  — 
One  Great  Location 


Features: 

Location!  Location!  Location! 

First  quality  office  space 
Ideal  professional  office 
Immediate  occupancy  possible 
Strategic  location 
Upgraded  finish  throughout 
Efficient  operation 
Competitively  priced 
Only  minutes  to  the  Wilmington  and  St. 
Francis  Hospitals 
Ample  off-street  parking 
Only  1 mile  to  I-95 
Several  suites  now  available 


FOR  LEASE  s/ 


FOR  ADDITIONAL  INFORAAATION, 
PLEASE  CONTACT: 


CB  O Richard  Ellis 

NAVIGATING  A NEW  WORLD" 


Leigh  Johnstone 
(302)  661-6706 

Greenville  Centre 
3801  Kennett  Pike 
Building  D,  Suite  300 
Greenville,  DE  19807 


The  Carriage  House 

1100  N.  Grant  Avenue 
Wilmington,  DE  19805 


Bancroft  Professional  Building 

1010  Bancroft  Parkway 
Wilmington,  DE  19805 


MEDICAL  COMMENTARY 


Physicians  Play  an  Important  Role  in  Helping  to 
Eliminate  Childhood  Lead  Poisoning 

UIder  J.  Tillman,  M.D. 


The  President’s  Task  Force  on  Environmental 
Health  Risks  and  Safety  Risks  to  Children  re- 
cently released  a strategy  outlining  steps  to 
achieve  a virtual  end  to  childhood  lead  poisoning 
in  America  within  ten  years.  Because  of  the 
devastating  impact  of  lead  poisoning  - learning 
disabilities,  behavioral  and  developmental  prob- 
lems, and  even  brain  damage  - the  Delaware 
Division  of  Public  Health  shares  that  vision. 

Recognizing  that  childhood  lead  poisoning  is 
a major,  preventable  environmental  health  prob- 
lem, the  Delaware  Office  of  Lead  Poisoning  Pre- 
vention is  committed  to  identifying  children  who 
are  at-risk  and  providing  medical  and  environ- 
mental services  for  those  children  with  toxic 
blood-lead  levels.  A strong  blood-lead  screening 
program  lies  at  the  core  of  this  goal. 


Dr.  Tillman  is  Director  of  the  Division  of  Public  Health, 
Delaware  Health  and  Social  Services. 


Eliminating  childhood  lead  poisoning  re- 
quires the  personal  involvement  of  all  child 
health  care  providers  in  our  blood-lead  screen- 
ing program.  Your  participation  will  enhance 
the  Division  of  Public  Health’s  ability  to  refine 
lead  poisoning  prevention  strategies  and  to  im- 
prove blood-lead  surveillance  programs  that  will 
ultimately  be  used  to  measure  our  progress  in 
eliminating  childhood  lead  poisoning  in  Dela- 
ware. 

During  September,  the  Division  of  Public 
Health  will  issue  new  lead  poisoning  prevention 
guidelines  to  the  Delaware  medical  community. 
A detailed  document  will  be  mailed  to  all  pedia- 
tricians, family  practitioners,  general  practitio- 
ners, nurse  practitioners  and  child-health  advo- 
cates. 

The  guidelines  provide  specific  information 
on  screening,  lead-based  paint  hazard  inspec- 
tion and  risk  assessment  protocols.  The  follow- 
ing summarizes  the  information  that  has  a 
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direct  effect  on  you  as  a health  care  provider  in 
the  State  of  Delaware. 


TESTING  REQUIREMENTS 

In  Delaware,  the  law  requires  that  children  be 
tested  (by  blood  sample)  for  lead  poisoning  at  or 
around  12  months  of  age.  This  approach  allows 
for  the  identification  and  care  of  children  who 
may  have  been  exposed.  It  also  provides  an 
opportunity  for  expanded  blood-lead  screening 
and  follow-up  services  for  children  at-risk,  espe- 
cially Medicaid-eligible  children.  Equally  im- 
portant, blood-lead  testing  at  an  early  age  cre- 
ates the  opportunity  to  provide  parents  or  guard- 
ians with  information  about  lead  poisoning 
threats  and  prevention  measures. 


NEW  SCHOOL  ADMISSION  REQUIREMENTS 

In  addition  to  blood-lead  testing,  the  law  re- 
quires that  parents  show  proof  of  their  child’s 
screening  before  entry  into  kindergarten,  nurs- 
ery school,  or  childcare.  Begin- 
ning with  the  200 1 school  year, 
children  entering  school  for  the 
first  time  (to  kindergarten  or 
pre-school)  will  have  to  show  a 
record  of  blood-lead  testing  prior 
to  admittance.  This  new  re- 
quirement will  be  added  to  the 
existing  childhood  immuniza- 
tion schedule  for  all  children 
born  after  March  1996. 


One-  and  two-year-old  children  are  at  great- 
est risk  for  elevated  blood  lead  levels  due  to 
increasing  mobility  during  the  second  year  of 
life,  resulting  in  more  access  to  lead  hazards  as 
well  as  normal  hand-to-mouth  activity. 

Lead  toxicity  is  a significant  problem  for 
children  receiving  care  under  Medicaid.  These 
children  are  more  than  five  times  as  likely  to 
have  high  levels  of  lead  in  their  blood  as  are 
children  receiving  care  through  private  health 
insurance  programs.  Children  who  are  living  in 
poverty  are  also  at  higher  risk  of  lead  exposure 
than  are  other  children.  Delaware’s  blood-lead 
level  data  of  young  children  verifies  this  unfor- 
tunate fact. 

Children  who  live  in  or  frequently  visit  older 
housing  (especially  homes  that  have  recently 
been  repaired  or  renovated),  are  at  increased 
risk  for  lead  exposure.  Many  geographic  areas 
in  Delaware  contain  large  numbers  of  homes 
built  before  1950.  An  assessment  of  historical 
blood-lead  test  result  data  in  Delaware  reveals 
that  certain  geographic  areas  contain  signifi- 
cant numbers  of  children  who  have  or  had 
elevated  blood-lead  levels. 


Table  1.  20  Priority  ZIP  Codes 


CHILDREN  MOST  AT  RISK 

Blood-lead  levels  in  the  U.S. 
population  continue  to  decline. 

However,  children,  who  are 
most  vulnerable  to  the  harmful 
effects  of  lead,  continue  to  be 
exposed  to  this  toxin  at  an  un- 
acceptable rate.  Compounding 
the  problem  of  childhood  lead  exposure  is  the 
fact  that  too  many  children  with  elevated  blood- 
lead  levels  are  not  being  identified. 


19801 

(Wilmington) 

19802 

(Wilmington) 

19804 

(Wilmington) 

19805 

(Wilmington) 

19806 

(Wilmington) 

19809 

(Wilmington) 

19901 

(Dover) 

19933 

(Bridgeville) 

19934 

(Camden-Wyoming) 

19941 

(Ellendale) 

19945 

(Frankford) 

19946 

(Bowers  Beach) 

19947 

(Georgetown) 

19950 

(Greenwood) 

19952 

(Harrington) 

19960 

(Lincoln) 

19963 

(Milford) 

19966 

(Millsboro) 

19968 

(Milton) 

19973 

(Seaford) 

PRIORITY  GEOGRAPHIC 
AREAS  IN  DELAWARE 

Using  data  from  the  past  six 
years,  state  health  officials  have 
identified  20  ZIP  code  areas  as 
priority  targets  for  childhood 
lead  poisoning  reduction.  The 
data  was  derived  from  the  blood- 
lead  test  results  of  children 
younger  than  six  years  of  age, 
the  percentage  of  known  pre- 
1950  housing,  and  the  percent- 
age of  children  living  below  the 
poverty  level.  An  assessment  of 
this  data  reveals  young  chil- 
dren are  at  a greater  risk  of  lead 
poisoning  if  they  live  within  one 
of  the  20  priority  ZIP  codes  found 
in  Table  1. 

But  despite  a law  (Childhood  Lead  Poisoning 
Prevention  Act,  Title  16  Delaware  State  Code, 
Chapter  26)  requiring  screening  of  children  in 
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Delaware  born  on  or  after  March  1,  1995,  and 
reporting  by  laboratories  of  all  blood-lead  test 
results  to  the  Division  of  Public  Health  (DPH), 
it  is  believed  that  many  children  with  elevated 
blood-lead  levels  still  are  not  being  identified. 

As  a result,  DPH  is  working  to  educate  the 
public  and  heighten  awareness  through  a new 
campaign  titled  Don’t  Be  MisLEAD.  The  aware- 
ness campaign  is  designed  to  further  educate 
Delawareans  on  the  hazards  of  childhood  lead 
poisoning  and  the  importance  of  screening  chil- 
dren for  elevated  blood-lead  levels. 


SCREENING  GUIDELINES 

The  Division  of  Public  Health  defines  screening 
as  a blood-lead  test.  The  initial  blood-lead  test 
may  be  performed  by  fingerstick  or  venipunc- 
ture. Initial  fingerstick  blood-lead  test  results 
greater  than  lOpg/dL  should  be  confirmed  by 
venipuncture.  Ideally,  all  blood-lead  tests  sub- 
sequent to  an  initial  fingerstick  should  be  per- 
formed by  venipuncture . 

The  Division  of  Public  Health  lead  poisoning 
screening  guidelines  require  that  children  be 
screened  if: 

• They  are  eligible  for  Medicaid  or  receiving 
WIC;  Medicaid-eligible  children  and  chil- 
dren receiving  the  Supplemental  Food  Pro- 
gram for  Women,  Infants,  and  Children 
(WIC)  must  be  blood-lead  tested  at  12  and  24 
months  of  age.  A blood-lead  test  also  must 
be  performed  for  any  Medicaid-eligible  child 
or  any  child  receiving  WIC  who  is  36  to  72 
months  of  age  and  has  not  been  previously 
tested. 

• They  lack  documentation  of  being  screened; 
If  no  documentation  exists  that  a blood-lead 
test  has  been  performed  on  a child  by  the 
time  that  child  has  reached  the  age  of  24 
months,  that  child’s  primary  health  care 
provider  must  order  a blood-lead  test.  If  no 
documentation  exists  that  a blood-lead  test 
has  been  performed  on  a child  prior  to  the 
time  that  the  child  undergoes  his/her  an- 
nual pre-school  physical  at  age  four,  that 


child’s  primary  health  care  provider  must 
order  a blood-lead  test. 

• It  is  called  for  by  the  Childhood  Lead  Poi- 
soning Prevention  Risk  Exposure  Question- 
naire; All  children  between  the  ages  of  nine 
months  and  six  years  should  be  “paper 
screened,”  or  questioned  about  possible  lead 
poisoning  or  lead  exposure,  at  each  physi- 
cian/nurse practitioner  visit  via  the  Child- 
hood Lead  Poisoning  Prevention  Risk  Ex- 
posure Questionnaire.  If  the  answer  to  any 
question  is  “Yes”  or  “Don’t  Know”  and  there 
is  no  evidence  that  a blood-lead  test  has  been 
performed,  the  health  care  provider  should 
perform  a blood-lead  screening. 

• They  live  within  a priority  ZIP  code;  The 
updated  Childhood  Lead  Poisoning  Preven- 
tion Risk  Exposure  Questionnaire  identi- 
fies 20  priority  ZIP  Codes  (Table  1).  These 
are  areas  where  there  are  many  young  chil- 
dren living  below  the  poverty  level,  many  in 
pre- 1950  dwellings,  and/or  where  young  chil- 
dren have  historically  been  identified  with 
blood-lead  levels  greater  than  lOpg/dL.  Any 
child  living  in  these  identified  priority  geo- 
graphic areas  should  be  blood-lead  tested. 

• There  is  an  increased  likelihood  of  expo- 
sure; Children’s  risk  for  lead  exposure  may 
increase  when: 

1)  the  family  moves  to  older  housing  or  to 
a geographic  area  with  a higher  preva- 
lence of  older  housing; 

2)  the  child  lives  in  an  older  home  that  has 
recently  been  repaired  or  renovated;  or 

3)  a household  member’s  workplace  or 
hobby  involves  the  use  of  lead. 

Blood-lead  testing  also  should  be  considered 
for  any  child  who  is  abused  or  neglected;  who 
has  medical  conditions  associated  with  in- 
creased lead  exposure,  such  as  iron  defi- 
ciency or  developmental  delay;  who  displays 
oral  behaviors  indicating  that  the  child  is  at 
significant  risk;  who  has  unexplained  sei- 
zures, neurological  symptoms,  abdominal 
pain  or  other  symptoms  consistent  with  lead 
poisoning;  who  displays  growth  failure,  hy- 
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peractivity , behavior  disorders,  hearing  loss, 
or  anemia. 

A parent  requests  screening;  Parents  may 
express  concern  about  their  children’s  po- 
tential lead  exposure  because  of  residence  in 
older  housing,  nearby  construction  or  reno- 
vation, an  elevated  blood-lead  level  in  a 
neighbor’s  child,  or  unusual  household  ex- 
posures. A blood-lead  test  should  be  per- 
formed if  there  is  reason  to  suspect  that  lead 
exposure  has  occurred.  In  addition,  a blood- 
lead  test  should  be  performed  for  any  child 
who  was  recently  adopted  from  another  coun- 
try and/or  has  recently  moved  to  Delaware. 


In  addition  to  issuing  new  protocols  to  health 
care  providers,  the  Division  of  Public  Health 
(DPH)  is  acting  to  educate  the  public  and 
heighten  awareness  on  the  importance  of  screen- 
ing children  for  elevated  blood-lead  levels  through 
the  Don’t  Be  MisLEAD  campaign. 

The  DPH  cannot  do  it  alone.  You,  too,  play 
an  important  role  in  helping  to  educate  the 
public.  Through  consistent  blood-lead  test 
screening  on  your  part,  together  with  a univer- 
sal reporting  and  monitoring  system  on  the  part 
of  the  DPH,  we  can  track  the  program's  progress 
and  eliminate  the  most  preventable  environ- 
mental health  problem  facing  Delaware  chil- 
dren today. 
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Maintaining  the  Public's  Trust 
in  Immunizations 

PaulOffit,  M.D. 


This  article  is  excerpted  from  a speech  given  by  Dr.  Offit  to  200  Delaware  pediatri- 
cians and  health  care  providers  at  a May  31  dinner  meeting  sponsored  by  the 
Medical  Society  of  Delaware  in  partnership  with  the  Delaware  Health  and 
Social  Services’  Division  of  Public  Health  and  the  Delaware 
Chapter  of  the  American  Academy  of  Pediatrics. 


A growing  problem  in  this  country  is  the  in- 
creasing fear  among  parents  about  vaccines.  I 
will  address  what  evidence  there  is  of  that,  what 
the  consequences  of  those  increasing  fears  are, 
and  how  we  as  health  care  professionals  can  best 
address  those  fears. 

WHAT  EVIDENCE  IS  THERE  OF  INCREASING 
CONCERN  OVER  THE  SAFETY  OF  VACCINES? 

There  has  been  an  increasing  amount  of  atten- 
tion given  by  major  responsible  media  outlets  to 
the  notion  that  vaccines  may  be  doing  more 
harm  than  good.  You  can  see  this  in  newspapers 
such  as  USA  Today  and  the  New  York  Times 
and  in  magazines  such  as  Newsweek  and  Time. 


Dr.  Offit  is  chief  of  the  Infectious  Diseases  Section  at  The 
Children’s  Hospital  of  Philadelphia  and  author  of  the  book, 
"Vaccines:  What  Every  Parent  Should  Know. " 


National  Public  Radio’s  Science  Times  featured 
a debate  between  Barbara  Lowe  Fisher  of  the 
anti-vaccine  movement  and  Lewis  Cooper  from 
the  American  Association  of  Pediatrics  (AAP). 
ABC’s  20/20  has  had  a number  of  specials.  A 
series  of  congressional  hearings  were  held,  prin- 
cipally by  Republican  Dan  Burton  from  Indiana 
who  believes  his  grandson  was  rendered  autistic 
following  MMR  vaccine  and  who  vows  to  get  to 
the  bottom  of  this. 

All  you  have  to  do  is  search  for  terms  like 
vaccines  or  immunizations  and  you  will  see 
about  50  Internet  sites  that  report  that  vaccines 
do  more  harm  than  good.  Previously,  all  written 
material,  whether  in  a magazine  or  newspaper, 
was  screened  at  some  level.  But  that’s  not  true 
for  the  Internet;  anybody  can  say  anything.  You 
can  find  evidence  on  the  Internet  that  the  earth 
is  still  flat.  People  read  it,  though,  and  believe 
that  this  is  the  case.  The  Internet  is  very 
available  to  people,  more  available  than  health 
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care  professionals  or  vaccine  information  sheets. 
That’s  the  downside  of  the  Internet. 

There  are  also  a number  of  books  that  con- 
tain anti-vaccine  information.  When  I talk  about 
specific  fears  of  vaccines,  these  books  and  the 
Internet  are  often  the  source.  The  first  book,  co- 
authored  by  Harris  Coulter  and  Barbara  Lowe 
Fisher,  was:  A Shot  in  the  Dark:  Why  the  P in 
the  DTP  Vaccination  may  be  Hazardous  to  your 
Child's  Health.  Jamie  Murphy,  a journalist, 
wrote  What  Every  Parent  Should  Know  About 
Childhood  Immunization.  Curtis  Cost  wrote 
Vaccines  are  Dangerous:  A Warning  to  the 
Black  Community.  And  Cynthia  Cornoyer  wrote 
What  About  Immunizations:  Exposing  the  Vac- 
cine Philosophy.  They  all  recommend  against 
all  routinely  recommended  vaccines. 

I thought  there  should  be  at  least  one  book 
out  there  that  said  vaccines  are  a good  thing, 
which  is  why  Louis  Bell  and  I wrote  Vaccines: 
What  Every  Parent  Should  Know. 

Another  source  of  anti-vaccine  information 
is  the  National  Vaccine  Information  Center.  To 
the  casual  observer,  it  sounds  like  it  is  part  of  a 
national  immunization  program  or  national 
vaccine  program.  It’s  not.  Formerly  called  Dis- 
satisfied Parents  Together,  or  DTP,  this  grass 
roots  organization  is  located  in  Vienna,  Vir- 
ginia. 

WHO  OPPOSES  VACCINES? 

You  can  categorize  the  opposition  to  vaccines 
into  three  groups:  parents,  civil  libertarians 
and  conspiracy  theorists. 

First  and  most  important,  certainly  most 
numerous,  are  parents  who  have  concerns  about 
their  children’s  safety.  It’s  fair  to  say  that 
parents  who  bring  a healthy  child  into  a doctor’s 
office  to  get  a vaccine  have  a right  to  be  con- 
cerned about  what’s  in  that  vial.  They  don’t 
have  a good  understanding  of  what  goes  into 
making  vaccines  or  how  vaccines  work.  It  is  this 
group  that  we  are  trying  to  reach,  and  we’re 
competing  with  the  following  two  groups  to  do 
that. 

* The  civil  libertarians,  such  as  the  American 

Association  of  Physicians  and  Surgeons,  are 


classic  Jeffersonian  conservatives  believe 
nothing  in  health  care  should  be  mandated, 
including  vaccines. 

• The  conspiracy  theorists  believe  there  is  a 
conspiracy  among  health  care  profession- 
als, pharmaceutical  companies  and  the  gov- 
ernment to  sell  vaccines. 


WHAT  EVIDENCE  IS  THERE  THAT  PARENTS 
ARE  BECOMING  MORE  WARY  OF  VACCINES? 

It  is  estiiiiated  that  about  two  to  four  percent  of 
parents  refuse  one  or  more  vaccines  or  choose  to 
delay  vaccinating  their  children.  I think  that 
maybe  underestimated.  Current  immunization 
rates  in  this  country  are  excellent  — the  best 
they  have  ever  been.  The  result  is  that  the 
incidence  of  vaccine-preventable  diseases  is  at 
the  lowest  it  has  ever  been  in  our  country.  It 
used  to  be  that  those  who  didn’t  get  immunized 
were  less  medically  well-served,  the  indigent 
population.  Now  that  group  is  increasingly  made 
up  of  parents  who  choose  not  to  get  vaccines  for 
their  children. 


WHY  DO  PARENTS  FEAR  VACCINES? 


Seeing  is  believing,  and  most  new  mothers  have 
never  seen  a child  with  measles,  mumps,  ru- 
bella, polio,  diphtheria,  pertussis,  tetanus,  men- 
ingitis caused  by  hemopholis  influenza  type  B, 
or  hepatitis  B virus.  Most  of  the  vaccines  we 
have  today  were  developed  by  the  late  1960s.  So, 
mothers  of  less  than  30  years  of  age  not  only 
don’t  see  vaccine-preventable  diseases  now,  they 
didn’t  grow  up  with  these  diseases.  They’ve 
never  seen  them.  If  seeing  is  believing  and 
parents  don’t  see  vaccine-preventable  diseases, 
then  we’re  asking  them  to  have  faith.  Faith  in 
three  institutions:  health  care  professionals, 
federal  government,  and  pharmaceutical  com- 
panies. We  live  in  a more  cynical  time  ...  a more 
litigious  time.  We  question  our  health  care 
experts  more  than  we  ever  have.  We  believe 
there’s  something  sinister  there,  even  when 
there’s  not. 
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WHAT  DO  YOU  TELL  PARENTS  WHEN  THEY 
QUESTION  THE  NEED  FOR  VACCINES? 

Although  we  have  the  lowest  rate  of  vaccine 
preventable  diseases  that  we’ve  ever  had  in  this 
country’s  history,  there  still  are  three  impor- 
tant reasons  to  give  vaccines. 

1)  For  some  diseases,  such  as  varicella  or 
chicken  pox  , which  is  ubiquitous,  a choice 
not  to  get  vaccine  is  a choice  to  get  natural 
infection.  At  least  before  1995,  chicken  pox 
caused  about  8,000-10,000  people  to  be  hos- 
pitalized every  year.  It  caused  90  people  to 
die  every  year.  And  most  of  those  people  were 
previously  healthy  young  children.  Although 
chicken  pox  is  not  the  devastating  illness 
that  small  pox  or  measles  or  polio  was,  it’s 
an  important  cause  of  disease — and  occa- 
sionally death — that  can  be  safely  and  effec- 
tively prevented  by  vaccine. 

2)  For  diseases  that  smolder  below  the  surface, 
like  measles,  mumps,  rubella,  pertussis  and 
to  some  extent  HIB,  an  erosion  in  immuni- 
zation rates  will  cause  a flare-up  of  those 
diseases.  We  have  to  look  no  further  than 
just  one  decade  ago,  when  immunization 
rates  against  measles  dropped  about  ten 
percent,  and  we  had  over  55,000  cases  of 
measles  sweep  across  the  country.  Eleven 
thousand  people  were  hospitalized  and  123 
people  died  from  measles — died  from  a dis- 
ease that  was  preventable  by  vaccine.  Nine 
died  in  the  city  of  Philadelphia  alone . That’s 
unconscionable  and  preventable.  And  it’s 
what’s  sitting  out  there  if  you  choose  to 
watch  immunization  rates  decline. 

3)  Polio  was  eliminated  from  the  U.S.  in  1979. 
We  haven’t  seen  a case  of  natural  polio  since 
then.  It’s  been  20  years,  so  why  still  immu- 
nize? The  reason  is  that  polio  still  exists  in 
the  world — in  Southeast  Asia  and  Central 
Africa.  In  the  U.S.,  we  have  a high  immi- 
grant and  tourist  population.  If  we  choose  to 
let  immunization  rates  drop,  we  are  at  risk 
of  bringing  that  disease  back  into  this  coun- 
try. 


A POOR  UNDERSTANDING  OF  SCIENCE. 
CAUSE  AND  EFFECT 

Another  reason  parents  fear  vaccines  is  this: 
There  is  a poor  understanding  of  science  and  a 
consequent  fear  of  new  technology.  People  are 
easily  influenced  by  the  myths  and  misinforma- 
tion that  surround  vaccines.  This  is  a quote 
from  J amie  Murphy’s  book:  “The  scientific  prin- 
ciple behind  immunity  does  not  stand  up  under 
scrutiny.  It’s  temporary,  fleeting,  in  fact  it  may 
never  exist  at  all.” 

There  are  those  people,  and  my  mother  is 
included  among  them,  who  believe  that  when 
the  space  shuttle  goes  up  in  the  air,  the  weather 
changes.  She’s  a firm  believer  in  this.  There  are 
those  who  believe  that  irradiated  food  is  itself 
radioactive  and  this  has  at  some  level  lessened 
the  use  of  technology  that  could  be  useful  for 
preventing  a lot  of  bacterial  diseases  in  meat. 
There  are  those  that  believe  cell  phones  and 
high  tension  wires  cause  brain  cancer.  Ten 
years  ago,  there  was  an  article  in  the  journal 
Nature  that  asked  the  question,  “Does  the  sun 
revolve  around  earth  or  earth  around  the  sun?” 
Ten  percent  of  respondents  said  the  sun  revolves 
around  the  earth. 

If  you  don’t  understand  something,  then 
anything  becomes  possible.  Here’s  a quote  from 
Harris  Coulter,  who  co-authored  a book  with 
Barbara  Lowe  Fisher:  “A  major  cause  of  the 
Roman  empire’s  decline  was  its  replacement  of 
stone  aqueducts  with  lead  pipes.  Roman  engi- 
neers, the  best  in  the  world,  turned  their  fellow 
citizens  into  neurologic  cripples.  Today  our  own 
best  and  brightest,  with  the  best  of  intentions, 
achieve  the  same  end  through  childhood  vacci- 
nation programs  yielding  the  modern  scourges 
of  hyperactivity,  learning  disability,  autism, 
appetite  disorders  and  impulsive  violence.” 

Another  reason  parents  fear  vaccines  is  a 
very  poor  understanding  of  cause  and  effect. 
ABC’s  20/ 20^YogYam  recently  did  a segment  on 
the  hepatitis  B vaccine  and  a little  boy  whose 
family  claims  that  the  vaccine  caused  his  chronic 
arthritis.  The  piece  was  fairly  typical  of  the 
anti-vaccine  stories,  which  feature  emotional, 
highly-charged  anecdotes  without  ever  intro- 
ducing the  notion  of  cause  and  effect. 
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The  point  that  20/20  failed  to  make  is  that 
the  hepatitis  B vaccine  has  limits.  Its  limit  is 
that  it  is  only  designed  to  prevent  hepatitis  B 
virus  infection.  It  is  not  designed  to  prevent 
everything  else  that  happens  in  the  first  two 
years  of  life.  There  are  going  to  be  children  who 
still  have  those  things  that  occur  in  the  first  few 
years  of  life;  some  of  them  are  going  to  have 
them  occur  in  a manner  that  is  temporally 
associated  with  the  vaccine.  That’s  the  ques- 
tion: is  the  incidence  of  the  disease  greater  in  the 
vaccinated  group  as  compared  to  the  unvacci- 
nated group? 

There  have  now  been  four  studies  that  all 
came  to  same  conclusion;  There  is  no  relation- 
ship between  hepatitis  B vaccine  and  the  onset 
of  multiple  sclerosis. 

Many  of  us  are  old  enough  to  have  seen  the 
dramatic  effect  of  the  haemophilus  influenza  B 
vaccine.  Here’s  a bacteria  that  was  an  impor- 
tant cause  of  sepsis,  meningitis,  epiglotitis,  and 
pneumonia  in  this  country.  We  would  see  20- 
25,000  cases  per  year.  As  a resident,  I saw  HIB 
infection  at  least  every  week  at  Children’s  Hos- 
pital in  Pittsburgh.  Now  it  is  very  rare  that  any 
of  us  see  invasive  HIBs  admitted  to  the  hospital 
in  any  year.  Why  doesn’t  the  media  cover  that 
story?  It  is  hard  to  construct  a story  on  20,000 
faces  of  children  who  didn’t  get  the  disease 
because  of  that  vaccine.  One  could  cynically  say 
that  negative  stories  sell  better. 

DEFINING  “SAFE” 

What  people  specifically  fear  about  vaccines  is 
that  they  aren’t  safe.  And  that  depends  on  how 
you  define  safe.  An  unreasonable  definition  of 
safe  is  “free  from  harm,”  which  is  to  say  com- 
pletely harmless,  because  nothing  is  completely 
harmless.  Many  people  chose  to  eat  the  steak 
tonight,  but  every  year  there  are  200-250  people 
who  aspirate  and  die  from  eating  solid  food.  I 
suspect  that  many  if  not  all  members  of  the 
audience  chose  to  take  a bath  or  shower  within 
the  last  24  hours,  yet  there  are  about  300  bath 
and  shower  related  deaths  every  year  in  this 
country.  So,  eating  and  taking  a bath  are  not 


safe  things  to  do.  A more  practical  and  reason- 
able definition  of  safety  is  that  vaccine  benefits 
should  clearly  and  definitively  outweigh  the 
risk. 

There  are  side  effects  of  vaccines,  some  of 
which  are  serious.  Hepatitis  B vaccine  has  a 
rate  of  anaphylaxis  (severe  hyperactivity)  of  one 
per  600,000  doses.  No  one  has  yet  died  from  hep 
B vaccine,  but  it  is  certainly  theoretically  pos- 
sible. But  hepatitis  B infection  causes  5,000 
deaths  per  year.  About  10,000  people  every  year 
develop  consequences  of  chronic  disease,  mean- 
ing cirrhosis  or  hepatocellular  carcinoma.  There 
are  one  rhillion  people  infected  with  hepatitis  B 
in  this  country.  The  notion  that  young  children 
shouldn’t  get  the  vaccine  because  they’re  not  at 
risk  of  getting  the  disease  is  absolutely  wrong. 
The  moment  your  child  is  handled  by  someone 
else  who  may  have  hepatitis  B and  not  know  it, 
there’s  a risk. 


ADDRESSING  MYTHS  ABOUT  VACCINES 

1)  Vaccines  “use  up**  the  immune  system. 
In  her  book,  Cynthia  Cornoyer  makes  the 
following  statement,  “In  the  case  of  routine 
childhood  vaccination,  it  is  likely  that  as 
much  as  30  percent  to  70  percent  of  total 
immune  capacity  is  committed.”  If  this  were 
true,  it  wouldn’t  speak  very  well  for  our 
species.  In  fact,  infants  have  the  capacity  to 
respond  to  about  100,000  different  organ- 
isms. Therefore,  the  10  vaccines  that  are 
routinely  recommended  will  use  up  about 
.01  percent  of  the  immune  repertoire. 

2)  Infants  are  too  young  to  get  immunized. 
As  we  all  know,  infants  need  to  be  fully 
immunized  against  certain  infections  such 
as  pertussis  and  HIB  by  six  months  of  age. 
The  notion  of  waiting  until  the  child  is  two 
years  of  age  is  not  a wise  one.  About  95 
percent  of  infants  given  DTAP,  HIB,  polio 
and  hepatitis  B vaccines  will  develop  a vig- 
orous protective  immune  response  by  six 
months  of  age. 
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3)  Vaccines  weaken  the  immune  system. 
As  Jamie  Murphy  says,  “Just  as  the  insidi- 
ous effect  of  industrial  solvents  does  not 
quickly  disappear  from  our  water  and  land, 
it  appears  that  a similar  effect  inay  be 
produced  in  our  bodies  by  vaccines.”  How- 
ever, there  is  no  evidence  that  a vaccinated 
child  is  more  likely  to  develop  a more  severe 
infection  with  another  pathogen  than  a non- 
vaccinated  child.  And  that’s  a whole  lot 
more  than  we  can  say  for  viruses  and  bacte- 
ria that  vaccines  prevent,  because  we  cer- 
tainly know  that  bacterial  infections  can 
occur  following  natural  viral  infections. 

4)  Natural  infection  is  better  than  immu- 
nization. Obviously,  natural  infection  is  a 
high  price  to  pay  for  immunity.  Natural 
infection  with  HIB  can  cause  permanent 
disability  or  death,  rubella  can  cause  con- 
genital defects.  You  know  the  story. 


AN  OPPORTUNITY  TO  EDUCATE 

The  fact  is  that  parents  are  more  concerned 
about  vaccines.  We  should  take  a step  back  and 
take  the  opportunity  to  reexplain  ourselves. 
When  I told  my  parents  that  this  anti-vaccine 
movement  was  going  on,  they  were  shocked. 
They’ve  seen  the  deadly  effects  of  these  vaccine 
preventable  diseases,  so  for  them  it’s  an  easy 
sell.  But  for  a lot  of  young  people  today,  it’s  not 
an  easy  sell.  I think  we  have  to  make  it  clear  to 
them  what  can  happen  when  immunization 
rates  drop.  We  have  to  put  those  diseases,  at 
some  level,  back  in  front  of  them  again.  Al- 
though I think  many  parents  will  say  they  don’t 
trust  doctors,  they  trust  their  doctor.  You  repre- 
sent that  thin  white  line  between  fact  and  super- 
stition. It  should  not  just  be  taken  as  a matter 
of  course  that  parents  understand  immuniza- 
tion and  know  that  it  is  a good  thing.  We  need  to 
explain  ourselves  again. 
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Q:  What  loses  value  faster  than  a car? 


A:  A medical  computer  system. 
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treating  patients! 

The  First  State’s  first  integrated  Application  Service  Provider  (ASP)  is  on  the  horizon.  Look  to 
the  Blue  OX  Medical  Network  for  practical  solutions  to  your  practice  management  problems. 
The  Blue  OX  will  provide  you  with  secure  access  to  your  electronic  medical  records  while 
permitting  you  fast,  accessible  interfaces  with  hospitals,  clinical  laboratories  and  imaging  centers 
for  direct  downloads  of  critical  documentation  and  diagnostic  information.  Couple  this  with 
easy-to-leam,  easy-to-use  registration/scheduling,  billing  and  practice  management  software,  and 
you’ve  got  practical,  accessible,  state-of-the-art  solutions  to  the  critical  problems  of  running  a 
medical  practice! 

Your  access  to  a functional  practice  management  system  will  be  available  in  less  than  3 months. 
Please  visit  our  website  at  www.blueoxmedical.com  for  additional  information,  or  call  us  at 
(302)  778-BLUE  (2583).  We  look  forward  to  your  call! 


Papastavros’  Associates  Medical  Imaging,  LLC 
Committed. . . To  you  and  your  patients! 

R 


maintaining  a leadership  role  in  the  dehv- 
ery  of  high-quahty  healthcare,  Papastavros’ 
Associates  Medical  Imaging, LLC 
provides  a full  spectrum  of  quality,  state-of- 
the-art  diagnostic  imaging  services  in  a caring 
and  comfortable  environment. 


Imaging  services  provided  include: 


• X-Ray 

• M R I scanning 
/Open  Scanning 

• Ultrasound, 
including  Cardiac 

• Spiral  C.T.  Scan 

• Mammography/ 
Core  Biopsy 
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• Dual  Energy  Bone 
Densitometery 

Nuclear  Medicine 

• Spect  Thallium/ 
Cardiolite 

• Scintmammography 


Our  Women^s  Centers  are  designed  to  address 

the  health  care  needs  of  all  women: 

• Mammography  services  provided  by  a staff  of 
highly  trained  technicians  and  dedicated 
professionals. 

• OB  and  breast  sonography,  echocardiography, 
cardiac  stress  and  doppler  scans. 

• Stereotactic  breast  biopsy,  the  latest 
technological  advance  in  breast  cancer  detection. 

• Dual  Energy  Bone  Densitometry  to  detect  and 
monitor  osteoporosis  comfortably,  quickly, 
safely  and  precisely 


Papastavros’ 

Associates 

MED.ICAL 


WeVe  there  where  you  need  us! 


are  pleased  to  welcome  new 
fadhties  in  Milford,  Lewes  and 
Glasgow.  Full  service  imaging  includ- 
ing a technically  advanced  “Open” 

MRI  for  claustrophobic,  pediatric,  and 
handicapped  patients  is  now  available 
at  our  office  in  the  Glasgow 
Medical  Center. 

• Wilmington 
1701  Augustine  Cut-Off 
Suite,  100,  Bldg.  W 
Wilmington,  DE  19803 
(302)  652-3016 

• Glasgow 

2600  Summit  Bridge  Road, 

Suite  122 

Glasgow,  DE  19702 
(302)  832-5590 

• Newark 

40  Polly  Drummond  Hill  Road, 
Suite  100,  Bldg.4, 

Newark,  DE  19711 
(302)  737-5990 

• Healthcare  Center  at  Christiana, 
200  Hygeia  Drive, 

Newark,  DE  19702 
(302)  421-2121 


Other  Convenient  Locations: 

1508  Pennsylvania  Avenue  (302)  655-4042 
2700  Silverside  Road  (302)  478-1100 
1805  Foulk  Road  Suite  1 (302)  475-8036 
420  Christiana  Medical  Center  (302)  368-3959 
1320  Philadelphia  Pike  (302)  792-2529 


1941  Limestone  Road  (302)  633-9873 

702  Delaware  Street,  New  Castle  (302)  328-1502 

Omega  Professional  Center  (302)  738-5500 

5317  Limestone  Road  (302)  239-9415 

550  Stanton-Christiana  Road  (302)  633-9910 


314  E.  Main  St.,  Newark,  (302)  455-0775 
1 1 1 Railroad  Ave.  Elkton,  MD  (410)  392-6155 
556  S.  DuPont  Hwy,  Milford,  (302)  424-4163 
1539  Savannah  Rd.,  Lewes  (302)  655-2590 
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Health  Sciences  & Human  Services  Library 
Acquisitions/Serials  Dept. 

601  West  Lombard  Street 
Baltimore,  MD  21201 


Meeting  Your  Medical  Imaging  Needs 


Limestone  Medical  Center 

1941  Limestone  Road,  Suite  214 
Wilmington,  DE  19808 

Telephone:  (302)  892-6200 

Fax:  (302)  892-6206 

Internet:  www.limestonemed.com 


David  S.  Grubbs,  M.D.,  FACC,  FACP 
Medical  Director 

Frank  DiGregorio,  CNMT,  RDMS 
Director  of  Diagnostic  Imaging 


Community  Imaging  Center  Offers 


Therapy 

1- 131  Thyroid  Ablation 

Cardiology 

Cardiovascular  Stress  Test 

2- D  Echocardiogram 
ECG 

Holter  Monitor 
Loop  Monitor 
Signal  Averaged  ECG 

Ultrasound 

Abdominal 

Breast 

Extremity 

Obstetrical 


Pelvic 

Retroperitoneal 

Testicular 

Thyroid 

Transvaginal 

Vascular  Ultrasound 

Arterial  Duplex  Scan 
Carotid  Duplex 
Venous  Duplex  Scan 

Nuclear  Medicine 

Abcess  Localization 
Brain  Scan 
Bone  Scan 

Breast  Imaging  (Miriluma) 
First  Pass 

Gastric  Emptying  Scan 


Gastrointestinal  (GI)  Bleed  Scan 
Gated  Blood  Pool  (MUGA)  Scan 
Hepatobilary  (HID A)  Scan 
Liver  and  Spleen  Scan 
Lung  Scan 
Meckel’s  Scan 

SPECT  Myocardial  Perfusion  Scan 
(Cardiolite  or  Thallium) 
Parathyroid  Scan 
Renal  Scan 
Testicular  Scan 

Thyroid  Carcinoma  Metastases 
Imaging 
Thyroid  Scan 
Tumor  Localization 

Offering  imaging  with: 

Cariollte'  i v- 


Prompt,  courteous  service  • Test  results  available  in  24  hours  or  less  • All  positive  tests  called  and  faxed 


Other  Services  Available  At; 


Limestone 
Medical  Center 


1941  Limestone  Road 
Wilmington,  DE  19808 
(302)  992-0500 

• Medical  Aid  Unit 

• Laboratory 

• X-Ray 

• Ambulatory  Surgery 

Community  Imaging  Center 
(302)  892-6200 

• Nuclear  Medicine 

• Ultrasound 

• Cardiology 

• Therapy 


Mill  Creek 
Medical  Center 


4512  Kirkwood  Highway 
Wilmington,  DE  19808 
(302)  683-0123 

• Laboratory 

• X-Ray 


LabCorp— Charting  New  Frontiers 
in  Research  and  Technoiogy 


As  one  of  the  largest  independent  clinical  laboratories 
in  the  United  States,  LabCorp,  based  in  Burlington, 
North  Carolina,  is  a silent,  but  full,  partner  in  the 
physician/patient  relationship,  and  the  laboratory  of 
choice  for  occupational  testing.  By  getting  physicians. 


hospitals,  and  employers 
the  accurate,  reliable  data 
they  need  in  a timely 
fashion  and  by  pioneering 
new,  cutting-edge  testing 
procedures,  LabCorp  plays 
a critical  role  in  the 
processes  of  patient 
diagnosis,  treatment,  and 
monitoring,  and 
employment  testing. 


LabCorp  is  the  only  commercial  lab  to 
offer  the  VircoGEN  genotypic  assay  for 
enhanced  detection  of  HIV  mutations, 
enabling  speedy  diagnoses  as  well  as  the 
ability  to  predict  the  drug  resistances  of 
an  individual’s  particular  HIV  strain. 


Delaware  Laboratory 
212  Cherry  Lane 
New  Castle,  DE  19720 
302-655-5227 


I LabCorp 

Laboratory  Corporation  of  America  " 


Susan  M.  Donnelly,  M.D. 
JoanT.  Mobley.  M.D. 
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INSTRUCTIONS  TO  AUTHORS 

The  Delaware  Medical  Journal  (DMJ)  is  owned  and  published 
by  the  Medical  Society  of  Delaware  as  a medium  of 
communication,  education  and  expression  for  its  members, 
and  also  for  others  striving  for  excellence  in  medical  practice. 
Articles  in  the  DMJ  are  intended  to  be  scientific  and 
educational  and  are  not  intended  to  reflect  standards  of 
medical  care.  All  material  published  is  under  copyright.  On 
receipt  of  material  submitted  for  publication,  a suitable 
release  form  will  be  sent  for  signature  by  all  authors. 

Scientific  articles  on  medical  matters  are  especially 
welcomed,  including  case  reports,  clinical  experiences, 
observations  and  information  on  matters  relevant  to 
medical  practice.  Other  material  may  also  be  accepted  if  the 
editorial  staff  deems  it  of  interest  to  DMJ  readers.  All 
submissions  should  include  a brief  summary  and  a brief  (one 
to  two  sentence)  biographical  sketch  of  all  authors. 

It  is  highly  recommended  that  authors  familiarize 
themselves  with  DMJ  style  before  submitting  manuscripts 
for  consideration. 

All  material  for  publication  should  be  submitted  on  a 3 1/2" 
computer  diskette  in  Word  6.0.  A printout  of  the  manuscript 
must  accompany  the  disk.  Manuscripts  may  also  be 
submitted  in  paper  form  (typed  or  printed  out  on  good- 
quality  paper  - one  side  only,  one-inch  margins),  though 
computer  disk  is  preferable.  The  ideal  manuscript  length  is 
two  to  12  pages  with  up  to  12  references,  each  keyed  with 
superscripts  in  the  text  in  the  order  cited.  The  format  should 
follow  that  used  in  the  Index  Medians.  Authors  are 
responsible  for  the  accuracy  of  the  citations. 

Graphs,  charts  and  black-and-white  glossy  photographs  are 
accepted  if  important  to  the  understanding  of  the  text,  but 
should  not  exceed  four  or  five  pieces.  Each  should  have  a label 
affixed  on  its  back  indicating  its  name,  number,  and  “top.”  A 
separate  legend  should  be  provided  for  each.  Do  not  write  on 
the  back,  or  scratch  or  mar  them  using  paper  clips.  Do  not 
mount  them  on  cardboard. 

Photos  of  patients  should  generally  be  taken  in  a way  that 
obscures  the  patient’s  identity.  Photos  in  which  a patient’s 
face  must  be  clearly  seen,  however,  must  be  accompanied  by 
signed  release  forms. 

All  manuscripts  are  reviewed  by  the  editor  and  all  scientific 
articles  are  then  sent  for  peer  review  by  members  of  the 
Editorial  Board  and/or  other  appropriate  physicians.  The 
usual  processing  time  to  publication  is  two  to  four  months, 
though  in  some  circumstances  this  may  be  longer  or  shorter. 
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ww  w.zutz-pLi  .com 


We  know  all  about  protecting 
the  things  you  value.  And  one 
of  your  most  valuable  assets  is 
your  ability  to  practice.  Medical 
liability  insurance  protects  your 
profession  and  your  livelihood. 

Since  1982,  your  MSDIS 
insurance  brokerage  has  provided 
you  with  competent  service  and 
quality  medical  malpractice  insur- 
ance. In  1994,  we  added  a very 
successful  health  insurance  product 
portfolio,  HEALTHSELECT. 

You  can  purchase  ALL  of  your 
insurance  from  one  source  to 
protect  all  the  things  you  value, 
both  your  business  qs  well  as 
your  personal  assets.  Zutz,  the 
last  word  in  insurance. 


'imi 


HEALTHSELECT 

Sponsored  insurance  administrators  for  for 
the  Medical  Society  of  Delaware  since  1995. 
Physicians  who  value  quality  value  Zutz. 


INSURANCE 


The  New 

Wide-Open 

High-Field 

Short-Bore 

Magnet 

For  Your 

Imaging 

Needs 


your  patients  enjoy 
0 3-D  videos  & cable  television 

You  enjoy  high-field  MRI  accuracy 

without  compromise. 


Diagnostic  Imaging  Associates  is  pleased  to 
introduce  the  highest  strength  magnet  available 
for  the  millennium:  GE  1.5  Tesla  Signa  MRI. 

The  new  wide-open,  shorter  bore  magnet 
invites  patients  to  relax  during  their  studies,  as 
they  watch  TV  using  our  state  of  the  art  3D 
video  visors.  Naturally,  patients’  fears  of 
claustrophobia  are  greatly  reduced. 

As  always,  we  uphold  our  commitment  to 
you  and  your  patients  by  refusing  to  compromise 
the  strength  of  the  magnet  or  the  university 
quality  of  our  film  studies.  We  are  pleased  to 
announce  our  Omega  site  is  the  first  in 
Delaware  to  be  accredited  by  the  American 
College  of  Radiology. 


Automatic  diffusion/ 
perfusion  imaging  studies 
in  only  40  seconds  shows 
strokes  more  accurately. 
95%  accuracy  in  clinical 
diagnosis  of  acute  vs. 
previous  stroke,  allows 
early  stage  detection. 

3D  Contrast  enhanced 
MR  Angiography  detects 
carotid  arteries  and  major 
blood  vessel  diseases. 
Proton  Spectroscopy: 
chemical  non-invasive 
studies,  differentiates 
strokes,  tumors  and  MS 
from  other  abnormalities. 


‘Fellowship  trained 
physicians  on-site  at 
every  location. 

Only  PACS  (Patient 
Archiving  System)  in 
Delaware  for  instant 
image  retrieval  allowing 
immediate  consultations 
between  offices. 

STAT  patients  prioritized 
for  quick  service. 
State-Of-The-Art  custom 
film  studies  delivered 
within  48  hours. 


For  further  information  or  for  centralized  scheduling,  call  (302)  656-4MRI. 


Ka-KhyTze,  M.D. 

Co-Director, 
ABR,  ASNR, 
ASHNR,  ASSR, 
CAQ.  Neuroradiokgy 


Joseph  R.  Peacock,  M.D.  Philip  W.  Chao,M.D. 

Co-Director,  ABR,  ASNR, 

Mammoff-aphy  C.A.Q.  Neuroradiology 

Body  CT AJltrasound 


Rita  Gottesman,M.D. 

ABR, 

Mannnography 
Body  CT/Ultimoimd 


Myung  Soo  Lee,M.D. 

ABR,  ASNR, 
CAQ.  Neurorradiohgy 
CA.  Q.  Pediatric  Radiology 


Ralph  Noah,  M.D. 

ABR, 

Mattmtography, 
Body  CT AJltrasound 


Four  Locations  To 
Serve  You.  Call  For 
More  Information 
(302)  6S6-4MRI 


Diagnostic  Imaging  Associates.  P.A. 

Visit  Us  On  The  Web:  www.diaradiology.com 
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High-Tech  Equipment. 

Superb  Patient  Care  and  Comfort. 
Unsurpassed  Radiological  Expertise 


The  recent  addition  of  a third  state-of- 
the-art  MRI  magnet  offers  patients  and 
physicians  several  advantages: 

• A shorter  and  wider  magnet,  making 
the  exam  less  stressful  for  claustrophobic 
patients 

• Enhanced  ability  to  image  stroke  patients 

• Increased  detail  of  images 

Appointments  available  Monday  through 
Friday,  6 a.m.  to  midnight;  Saturday  and 
Sunday  scheduling  available. 

State-of-the-art  mammography,  x-ray  and 
ultrasound  services  continue  to  be  available 
at  our  Brandywine  Hundred  location  in 
Foulkstone  Plaza. 


FOR  centralized  SCHEDULING, 
CALL  302-731-9860 


FOULKSTONE  PLAZA 
1401  FOULK  ROAD, 

WILMINGTON,  DE  19803 
302-477-4300 

MEDICAL  ARTS  PAVILION 
4751  OGLETOWN-STANTON  ROAD 
NEWARK,  DE  19713 
302-731-9800 
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Runaway  Truck 

Michael  A.  Alexander,  M.D. 


“If  you  want  to  liven  up  a conversation,  just  say 
the  right  thing  the  wrong  way.” 

— T.  B.  Bender 

Years  ago,  on  the  way  to  Ocean  City,  Maryland,  I 
was  stopped  on  Route  50  at  a red  light.  I looked  up 
into  my  rear  view  mirror  and  saw  a truck  barrel- 
ing down  on  me.  At  the  last  minute,  the  truck 
veered  onto  the  shoulder  and  ran  the  light  to  my 
right.  There  was  no  time  to  see  my  life  flash  by  or 
for  that  matter  say  a quick  prayer. 

I had  that  same  feeling  this  past  April  13*^^. 
On  April  12*^  legislation  was  introduced  into  the 
Delaware  House  Judiciary  Committee  which  would 
make  it  a felony  to  engage  in  insurance  fraud.  The 
bill  cleared  the  committee  in  just  a few  hours  and 
would  come  up  for  a vote  in  the  house  on  the  13^^, 
leaving  the  Society  with  no  time  to  review  the  bill 


Michael  A.  Alexander,  M.D.,  practices  physical  rehabilita- 
tion at  du  Pont  Hospital  for  Children.  He  is  president  of  the 
Medical  Society  of  Delaware. 


or  show  it  to  our  lawyer.  This  bill  was  needed  and 
was  appropriate  in  its  scope,  and  there  was  consid- 
erable pohtical  pressure  for  it  to  go  through  quickly. 
The  Society  had  one  BIG  concern  with  the  bill. 
Language  in  the  bill  included  the  word  'reck- 
lessly.' This  would  mean  that  you  did  not  have  to 
willingly  or  deliberately  miscode  your  charges  but 
simply  make  an  unintentional  mistake  in  your 
billing  office  (three  such  accidents  in  an  unspeci- 
fied period  of  time)  and  you  could  go  to  j ail  because 
you  had  'recklessly'  committed  insurance  fraud. 
You  would  be  found  guilty  of  a felony.  We  asked  for 
a meeting  with  the  bill  sponsor.  Rep . Capano,  and 
explained  our  concern  about  the  bill.  The  vote  was 
postponed  until  the  19‘^  when  we  again  met  with 
the  bill’s  sponsor.  Through  some  last  minute 
negotiations,  Phil  Corrozi  was  able  to  get  the  vote 
put  off  until  we  could  propose  slightly  different 
language.  Then,  much  to  our  amazement,  the  bill 
was  back  up  for  a vote  on  the  20‘^.  Further 
discussion  guaranteed  that  the  bill  would  not 
come  up  for  vote  on  the  20'^*'.  Victor  Battaglia,  the 
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Medical  Society's  legal  counsel,  and  Phil  Corrozi 
worked  with  Deputy  A.G.  Paul  Wallace,  the  au- 
thor of  the  bill,  to  develop  language  that  was  fair 
but  tough.  The  new  wording  and  removal  of  the 
word  'recklessly'  was  put  in  the  form  of  an  amend- 
ment to  the  bill,  with  the  approval  of  Donna  Lee 
Williams,  Insurance  Commissioner,  Rep.  Capano 
and  the  Delaware  Attorney  General. 

The  bill  was  signed  into  law  by  Governor 
Carper  on  June  23,  2000.  A bill  that  takes  a hard 
line  on  insurance  fraud  but  not  a bill  which  would 
hold  health  care  providers  to  a higher  standard  of 
blame  than  other  professions. 


Phil  Corozzi,  Carl  Kanefsky,  Victor  Battaglia 
and  Mark  Meister  steered  the  truck  onto  the 
shoulder  and  fought  the  driver  to  keep  it  from 
coming  back  on  the  road  not  once  but  three  times. 
Well  done,  gentlemen. 

“ J ust  because  some  Yahoo  puts  Tobasco  in  your 
oatmeal  don’t  mean  you  gotta  eat  it.” 

— T.  B.  Bender 

Michael  A.  Alexander,  M.D. 

President 
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Managed  care  and  market-driven  reforms  are  forcing 
profound  changes  in  the  way  health  care  providers  operate. 
Questions  about  patient  care  are  now  issues  of  patient  cost. 

McBride  Shopa  can  help  you  concentrate  on  your 
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Symposium  Agenda 

■ Triglycerides  in  Coronary  Artery  Disease:  Risk  Factor  or  Fellow  Traveler?  — James  G.  Forrester,  M.D. 

Cedars-Sinai  Medical  Center;  University  of  California  School  of  Medicine,  Los  Angeles,  CA 

■ The  Influence  of  Obesity  on  the  Early  Natural  History  of  Coronary  Artery  Disease:  The  Bogalusa 
Heart  Study  — Gerald  S.  Berenson,  M.D.  Tulane  University  School  of  Public  Health  and  Tropical 
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■ Women  and  Heart  Disease:  Outcomes  and  Outlook  — Kelly  A.  Spratt,  D.O.,  FACC  University  of 
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Symposium  chairman:  Edward  M.  Goldenberg,  M.D.  Christiana  Care  Health  System,  Wilmington,  DE 
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GUEST  EDITORIAL 


The  Future  of  Radiologic  Imaging 
and  Intervention 

John  S.  Wills,  M.D. 


During  the  past  25  years,  radiologic  imaging 
has  evolved  from  the  status  of  a frequently 
useful  but  often  limited  ancillary  resource  to 
that  of  an  indispensable  component  of  patient 
care.  It  is  not  an  exaggeration  to  state  that 
progress  in  imaging  technology  and  its  applica- 
tions has  revolutionized  the  practice  of  medi- 
cine, doing  so  within  a single  generation.  In  the 
early  1970s,  ultrasound,  CT,  nuclear  medicine, 
and  interventional  radiology  were  neonatal  or 
adolescent,  and  clinical  MRI  was  merely  a gleam 
in  the  eye  of  a few  forward-thinking  research- 
ers. Pause  and  imagine  medicine  or  surgery  in 
the  year  2000  without  the  availability  of  these 
tools  at  their  present  levels  of  sophistication. 

This  dramatic  change  in  the  role  of  medical 
imaging  is  attributable  to  multiple  factors:  tech- 
nological improvements  in  imaging  equipment 
with  resultant  upgrading  of  image  quality  and 
a coincident  decrease  in  x-radiation  exposure  to 
patients  and  physicians;  the  refinement  of  im- 
aging options  that  do  not  use  ionizing  radiation, 
such  as  ultrasound  and  MRI;  advances  in  com- 
puter and  electronic  technology;  improvements 
in  the  safety  of  intravascular  contrast  agents; 


John  S.  Wills,  M.D.,  Chairman  of  Radiology  - Department  of 
Radiology,  Christiana  Care  Health  System,  Newark,  Dela- 
ware. 


the  infusion  of  substantial  research  support 
from  various  sources  external  to  the  university 
setting;  prolonged  clinical  experience  by  imag- 
ing specialists;  and  evidence  that  radiologic 
modalities  can  increase  the  certainty  of  diagno- 
sis, decrease  the  need  for  “exploratory”  proce- 
dures, and  may,  when  properly  utilized,  im- 
prove patient  safety  and  decrease  morbidity  and 
cost. 

The  future  of  radiology  is  certain  to  be  as 
exciting  and  innovative  as  has  its  past.  Accord- 
ing to  Thrall,  the  dominant  themes  of  the  first 
century  of  medical  imaging  were  analog  imag- 
ing, the  evaluation  of  gross  anatomy  and  pathol- 
ogy, nonspecific  anatomic  contrast  enhance- 
ment, and  qualitative  analysis  of  image-based 
data.^  In  the  opinion  of  leaders  in  the  specialty, 
the  future  of  radiology  will  feature  the  increas- 
ing use  of  digital  imaging  and  archival  inte- 
grated with  the  enterprise-wide  electronic  pa- 
tient record,  a greater  emphasis  on  functional 
and  metabolic  imaging,  the  use  of  tissue  and 
tumor-specific  contrast  agents,  hybrid  image 
processing  allowing  simultaneous  anatomic  and 
functional  data  acquisition,  and  the  growing  use 
of  image-guided  minimally  invasive  therapies. 

In  the  category  of  image-guided  interven- 
tion, physicians  and  the  medical  technology 
industry,  stimulated  by  the  need  to  further 
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improve  patient  outcome,  safety,  efficiency,  and 
cost  (and  also,  in  the  case  of  industry,  by  the 
opportunity  for  profit),  are  actively  developing 
new  technologies  such  as:  CT  fluoroscopy;  intra- 
operative and  interventional  MRl;  highly  mo- 
bile ultrasound  units  with  significantly  im- 
proved spatial  resolution;  complex  hybrid 
endovascular  therapy  units  for  multi-disciplin- 
ary use  in  the  operating  room  or  angiography 
suite;  image-enabled  videoscopy,  laparoscopy, 
and  interventional  suites  with  instant  access  to 
multidimensional  preoperative  and  intraopera- 
tive imaging  data;  new  instruments  and  thera- 
peutic devices  adaptable  to  the  needs  of  those 
performing  these  procedures;  and  computer- 
based  “real-time”  physician  access  to  intraop- 
erative consultation  with  imaging  specialists 
and  other  patient  data.^  These  promising  ad- 
vances may  intuitively  seem  to  be  decades  from 
fruition,  but  many  are  presently  available  in 
prototype  form. 

This  issue  of  the  Delaware  Medical  Journal 
contains  three  clinical  series,  exemplifying  the 
current  applications  of  image-guided  interven- 


tion. All  represent  the  use  of  state-of-the-art 
sophisticated  image  guidance  with  minimally 
invasive  techniques  to  replace  or  facilitate  sub- 
sequent surgical  procedures  and  enhance  pa- 
tient management,  with  less  morbidity,  shorter 
recovery  time,  shorter  hospital  stay,  and  overall 
lower  cost. 

The  future  of  image-guided  intervention  re- 
mains as  promising  as  it  was  in  1981,  when  this 
author  first  intoned  the  virtues  of  interventional 
radiology  in  the  pages  of  the  Delaware  Medical 
Journal.^  I look  forward  to  another  reprise 
twenty  years  hence. 
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Health  Improvement  Teams 


Team  leader  sees  great  potential  to 
prevent  head  and  neck  cancers 


Joseph  Ramzy,  M.D.,  an  otolaryngologic  surgeon 
and  team  leader  of  Christiana  Care's  Head  and 
Neck  Cancer  Health  Improvement  Team,  sees 
great  potential  in  our  community  to  prevent  head 
and  neck  cancers  and  provide  earlier  treatment  for 
patients  who  develop  them. 

Approximately  95  percent  of  all  head  and  neck 
cancers  are  attributable  to  tobacco  and/ or  alcohol 
use.  They  are  found  more  often  in  male  patients 
over  40,  and  account  for  five  percent  of  all  new 
cancer  cases  diagnosed  each  year — about  40,000, 
excluding  skin  cancers  and  lymphomas,  according 
to  American  Cancer  Society  2000  Statistics. 

But,  "because  the  incidence  of  head  and  neck 
cancer  is  significantly  less  than  some  other 
cancers,  people  are  less  mindful  of  them,  which 
can  delay  diagnosis  and  the  start  of  treatment," 
according  to  Dr.  Ramzy.  "Fortunately,  they're 
easily,  visually  diagnosable." 

Early  detection  makes  a big  difference 

"Early  detection  makes  a BIG  difference,"  Dr. 
Ramzy  declares.  "A  patient  diagnosed  in  the 
earliest  phase — for  example,  of  cancer  of  the  true 
vocal  cords — ^has  a 97  percent  chance  of  remaining 
cured  beyond  five  years.  But  a patient  diagnosed 
at  the  latest  stage  (T-4)  has  a survival  rate  beyond 
five  years  that's  less  than  20  percent — even  with  a 
combination  of  chemotherapy,  radical  surgery 
and  radiation  therapy." 


Joseph  Ramzy,  M.D., 

Head  and  Neck  Cancer  Health 
Improvement  Team  Leader 

Pandoscopy  indicated  for  proper  staging  and 
search  for  other  cancer  sites 

When  cancer  is  found  in  the  upper  aerodigestive 
tract,  there  is  a five  to  15  percent  chance  of 
finding  a primary  cancer  elsewhere,  such  as  in 
the  lung  or  esophagus.  "Physicians  who  suspect 
head  and  neck  cancers  should  refer  patients  to  an 
appropriate  specialist  for  pandoscopy,"  Dr.  Ramzy 
says.  "Pandoscopy  allows  us  to  diagnose  and  stage 
the  cancer,  and  also  to  look  for  a second  cancer." 

Head  and  neck  cancers  definitely  require  a 
multidisciplinary  approach  to  treatment.  Dr. 
Ramzy  says,  adding:  "Their  needs  go  way 
beyond  the  primary  care  physician, 
otolaryngologist,  general  surgeon  and  dentist, 
and  often  include  radiation  therapy,  medical 
oncology,  speech  therapy,  plastic  surgery,  oral 
surgery,  social  workers,  plus  home  health  care 
and  medical  equipment." 


"Reaching  out  to  primary  physicians  and  dentists 
for  help  with  early  detection  and  prevention 
efforts  is  a crucial  element  of  the  Head  and 
Neck  cancer  team's  approach,"  says  Dr.  Ramzy. 
According  to  the  guidelines,  doctors  should  first 
look  for  general  symptoms,  such  as  unexplained 
weight  loss  and  swelling  of  the  neck  lasting 
more  than  four  weeks,  with  a fixed,  non-tender 
node  that  does  not  respond  to  antibiotic  therapy. 

Probing  further,  they  should  assess  patients  for 
various  site-specific  S5m\ptoms,  including  mouth 
lesions,  difficulty  or  pain  swallowing,  hoarseness, 
blood-tinged  expectorant,  chronic  middle  ear 
infection,  leaking  fluid,  unexplained  nasal  airway 
obstruction  or  bloody  nasal  discharge,  facial 
paralysis,  and  onset  of  loosening  teeth,  not 
caused  by  periodontal  disease. 


With  the  Health  Improvement  Team's  goals 
near  to  completion.  Dr.  Ramzy  hopes  to  have 
plenty  of  support  for  the  tumor  board  from  the 
physician  community.  The  tumor  board  will 
rely  on  the  "good  graces  of  people  to  step  up 
to  the  plate.  It's  all  voluntary  ...  and  it  may  be 
a tough  sell ...  but  this  is  where  we  need  to  go 
to  reach  the  next  level,"  he  says. 

Other  members  of  the  Head  and  Neck  Cancers 
Health  Improvement  Team  include: 

Joseph  Ravelese,  M.D.,  Chuck  Schneider,  M.D., 
David  Bercaw,  M.D.,  Eric  Dollinger,  ST, 

Loretta  Consiglio-Ward,  RN,  and  Judith  Swain,  RN. 
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Intraoperative  Gamma  Probe 
Directed  Rib  Resection 

Raul  N.  Uppot,  M.D.^  — Vinay  K.  Gheyi,  M.D.^  — Bruce  Panasuk,  M.D.^ 

Vidya  V.  Sagar,  M.D.^ 


ABSTRACT 

Radioguided  surgery  has  slowly  gained  acceptance  since  the  first  gamma  probe  directed  sentinel 
node  lymph  node  biopsy  in  a patient  with  melanoma  in  1993.  We  describe  how  the  intraoperative 
gamma  probe  is  used  to  localize  a rib  with  abnormal  uptake  on  the  bone  scan  In  a patient  with  rib 
pain. 


INTRODUCTION 

During  the  past  seven  years,  the  use  of  intraop- 
erative gamma  probes  for  the  identification  of 
sentinel  nodes  in  melanoma^  and  breast  cancer^ 
have  become  widespread.  Recently,  gamma 
probes  have  been  used  intraoperatively  to  local- 
ize sentinel  nodes  in  other  tumors  including 
vulva, ^ thryoid,^  colon,  and  pancreas.®  In 
addition,  radioguided  surgery  is  being  used  for 
the  resection  of  parathyroid  adenomas,®  ab- 
dominal endocrine  tumors,^  and  suspected  bone 
metastasis.®  We  present  a case  where  a gamma 


1.  Resident,  Department  of  Radiology,  Christiana  Cane  Health 
System,  Newark,  Delaware. 

2.  Resident,  Department  of  Radiology,  Christiana  Care  Health 
System,  Newark,  Delaware. 

3.  Attending  Physician,  Thoracic  Surgery  Department,  Christiana 
Care  Health  System,  Newark,  Delaware. 

4.  Attending  Physician,  Nuclear  Medicine  Department,  Christiana 
Care  Health  System,  Newark,  Delaware. 


probe  was  used  in  the  operating  room  to  localize 
a rib  with  abnormal  radiotracer  uptake  in  a 
patient  with  rib  pain. 

CASE  REPORT 

A 5 1-  year-old  female  with  a history  of  osteoporo- 
sis, multiple  compression  fractures  of  her  tho- 
racic spine,  gastroesophageal  reflux,  migraine 
headaches,  history  of  pulmonary  embolism,  and 
surgery  for  abdominoplasty,  presented  with  a 
five  month  history  of  right  sided  thoracic  chest 
pain.  Numerous  chest  radiographs  were  nega- 
tive (Figure  1).  However,  three  separate  bone 
scans  showed  persistent  increased  uptake  in  the 
right  or  ribs  (Figure  2).  To  exclude  pos- 
sible malignancy  accounting  for  the  increased 
uptake,  plans  for  rib  resection  were  made.  Be- 
cause the  bone  scan  could  not  resolve  the  exact 
abnormal  rib,  and  because  chest  radiographs 
showed  no  anatomical  abnormalities  in  the  ribs. 
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a portable  gamma  probe  was  used  intraopera- 
tively  to  localize  the  abnormal  rib. 

On  the  morning  of  surgery  the  patient  was 
admitted  and  taken  to 


the  nuclear  medicine 
department.  There  she 
received  intravenous 
administration  of  20 
mCi  (7 40 megabecquerels 
(MBq))  99m  Tc  meth- 
ylene diphosphonate 
(MDP).  Three  hours 
later,  she  had  a bone 
scan  confirming  up- 
take in  the  right  7^*^  or 
8^^  rib.  A mark  was 
placed  on  the  overly- 
ing skin.  The  patient 
was  then  transported 
to  the  operating  room. 

In  the  operating  room 
after  the  induction  of 

general  anesthesia,  she  was  turned  to  the  left 
lateral  decubitus  position.  A hand  held  gamma 
counter  showed  the  highest  counts  overlying  the 
skin  mark  and  thereby 
directed  the  skin  incision. 

The  skin  was  then 
prepped  and  draped  and 
the  skin  incision  was  car- 
ried down  to  the  bony  tho- 
rax. On  exploration,  the 
ribs  appeared  grossly  nor- 
mal both  by  visual  in- 
spection as  well  as  by  pal- 
pation. The  hand  held 
gamma  counter  was  then 
placed  into  a sterile  sleeve 
and  the  exact  rib  was  lo- 
calized based  on  the  high- 
est counts.  The  anterior 
and  posterior  extent  of  rib 
resection  was  also  deter- 
mined based  on  the  re- 
gion of  drop  off  in  the 
counts.  The  rib  along 
with  the  periosteum  and 
overlying  intercostal 
muscle  was  resected.  The 
specimen  was  then  sent 


Figure  1.  Initial  chest  radiograph  showing  normal  appearing 
right  ribs. 


Figure  2.  Lateral  bone  scan  after  injection  of  20  mCi  99m 
Tc  MDP  showing  increased  uptake  in  the  right  7th  or  8th 
rib  (black  arrow). 


down  to  the  nuclear  medicine  department  where 
a scan  image  confirmed  the  abnormal  increased 
uptake  (Figure  3).  A GoreTex  patch  reconstruc- 
tion was  then  performed 
and  the  muscle  layers, 
subcutaneous  tissue  and 
skin  were  closed.  Post  op- 
erative chest  radiograph 
was  obtained  (Figure  4). 
A repeat  bone  scan  of  the 
thorax  performed  ap- 
proximately 24  hours  af- 
ter surgery  (same  injec- 
tion as  the  original  bone 
scan)  showed  a gap  where 
the  rib  was  resected 
(Figure  5),  confirming 
the  correct  rib  had  been 
removed.  The  patient  was 
then  transported  to  the 
recovery  room  and  dis- 
charged from  the  hospi- 
tal four  days  later.  Pathological  evaluation  of 
the  bone  showed  unremarkable  cortical  and 
trabecular  bone  with  no  obvious  metastatic  tu- 
mor or  hematopoietic  ma- 
lignancy. The  diagnosis 
of  malignancy  was  there- 
fore excluded. 


DISCUSSION 

Intraoperative  probes 
have  been  used  for  the 
resection  of  tumors  for 
more  than  50  years. ^ 
Radioguided  surgery 
arose  as  a natural  evolu- 
tion of  preoperative 
radioscintigraphy.  Over 
the  past  40  years  many 
radiodetectors  including 
Geiger  Muller  tubes  and 
scintigraphic  detectors 
have  been  miniaturized 
for  their  use  in  the  oper- 
ating room. ^ Since  1993 
when  Alex  et  al  reported 
the  first  use  of  a gamma 
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Figure  3.  Post-resection  scan  of  specimen  confirmed  increased 
uptake  in  the  resected  rib. 


99mTc  MDP.  This  agent  localizes  to  areas 
of  ongoing  bone  resorption  and  repair. 
Although  localization  of  small  tumors  by 
radionuclide  techniques  can  be  problem- 
atic due  to  poor  tumor  uptake  of  the  ra- 
diotracer, low  sensitivity  in  radiation  de- 
tection, and  high  background  scatter,  the 
close  proximity  of  the  intraoperative  probe 
to  the  tumor  during  surgery  can  enhance 
radionuclide  detection.^* 


probe  in  the  detection  of  sentinel  nodes  in 

^ 1 ^ - ^ Figure  4.  Post-operative  chest  radiograph  shows  area  of  resected 

ten  melanoma  patients,  use  oi  the  intraop- 
erative gamma  probe  has  gained  wider 
acceptance. 

Radioscintigraphy  is  based  on  the  con- 
cept of  injecting  a pharmaceutical  agent, 
labeled  with  a radionuclide  that  will  local- 
ize in  the  area  of  interest,  and  detecting 
the  radionuclide  with  a probe.  In  sentinel 
lymph  node  biopsy,  the  radiopharmaceuti- 
cal agent  most  commonly  used  in  North 
America  is  Tc99m  sulfur  colloid.  For  the 
rib  resection,  we  used  the  radiopharma- 
ceutical agent  used  for  bone  scintigraphy 


7'^  rib  (white  arrow). 


Figure  5.  24  hour  post-operative  lateral  bone  scan 
showing  lack  of  uptake  in  area  of  resected  rib,  confirm- 
ing removal  of  the  correct  rib  (black  arrow). 


In  a patient  presenting  with  persistent  rib 
pain,  when  initial  chest  radiographs  are  nor- 
mal, bone  scans  can  be  more  sensitive  in  detect- 
ing any  areas  of  abnormalities.  Patients  with 
persistent  increased  radiopharmaceutical  up- 
take have  a risk  of  metastatic  disease  from 
breast,  kidney,  thyroid,  or  lung  carcinoma.  The 
operative  difficulty  in  resecting  the  abnormal 
rib  is  that  it  often  appears  normal  on  chest 
radiograph  and  direct  visualization.  In  addi- 
tion, bone  scan  images  do  not  have  the  resolu- 
tion to  accurately  identify  the  exact  rib,  or  the 
anteroposterior  location  of  the  rib  abnormality.® 
In  the  past,  direct  injection  of  methylene  blue 
into  the  overlying  skin  in  the  nuclear  medicine 
i department  and  immediate  resection  of  the 
I marked  area  was  used  to  localize  and  resect  the 
I abnormal  rib.^-  Recently,  however,  the  use  of 
the  intraoperative  gamma  probes  to  perform 
bone  biopsies  has  been  reported  in  the  literature 
to  be  100  percent  sensitive  in  finding  bony 
abnormalities.® 
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CONCLUSION 

Radioguided  surgery  is  a concept  requiring  the 
cooperation  of  nuclear  medicine,  surgery,  and 
pathology.  In  a patient  with  a five  month  history 
of  rib  pain,  no  history  of  trauma,  and  with 
several  bone  scans  showing  increased  uptake, 
malignancy  was  a strong  possibility.  The  rib 
had  to  be  resected  and  malignancy  excluded. 
This  method  proved  useful  in  localizing  the  rib 
of  interest  for  resection.  With  the  availability  of 
hand  held  gamma  probes,  and  the  potential  for 
monoclonal  antibody  labeled  radiopharmaceu- 
ticals, the  future  of  radioguided  surgery  is  very 
exciting. 
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“Bloodborne  Pathogens:  A Sharper  Image” 

Why  does  your  office  need  an  annual  OSHA  update 
on  bloodborne  pathogens? 


• It’s  a federal  requirement 

• 5.6  million  workers  in  the  health  care  industry  and  related  occupa- 
tions are  at  risk  of  occupational  exposure  due  to  bloodborne  patho- 
gens, including  HIV,  hepatitis  B,  and  hepatitis  C. 

• A single  accident  at  your  office  could  result  in  fines,  malpractice 
suits  and  negative  press. 


About  the  Program 

OSHA  is  serious  about  enforcing  its  bloodborne  pathogens  standard  that  requires 
physicians  in  independent  practices  to  not  only  provide  annual  OSHA  training  for 
their  employees,  but  also  to  use  engineering  controls,  including  new  safe-needle 
technology,  to  reduce  needlesticks  and  other  sharps  injuries. 

The  Medical  Society  of  Delaware,  through  the  Physicians’  Advocate  office,  offers 
annual  training  on  bloodborne  pathogens  for  your  employees,  in  your  office. 
at  your  conven  ience.  The  training  program  includes  information  on  new 
safe-needle  devices  and  a list  of  web  sites  to  obtain  information  on 
where  to  purchase  these  new  devices. 

The  training  session  is  conducted  by  a registered  nurse  from  the  Physicians’  Advocate 
office.  The  length  of  the  program  is  approximately  one  hour  and  includes  a 20-minute 
video,  quiz,  and  a question  and  answer  session.  Information  on  new  products 
designed  to  help  prevent  needlestick  injuries  will  also  be  reviewed. 

The  cost  of  the  program  is  $125  plus  expenses. 


For  More  Information 

If  you  have  questions  or  would  like  to  register  your  office  for  this  very 
important  — and  required  — training,  please  call  Karen  Melnick,  R.N. 

302-658-7586  or  800-348-6800 
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Endovascular  Therapy  in  the 
Treatment  of  Head  and  Neck  Lesions 

Vinay  K.  Gheyi,  M.D.^ — Peter  Dross,  M.D.^ — Carlos  Flores,  M.D.^ 

Raul  N.  Uppot,  M.D." 


ABSTRACT 

Recent  advances  in  microcatheter  technology,  refinements  in  embolic  agents  and  improvements 
in  navigational  techniques  have  allowed  for  endovascular  embolization  to  become  an  important 
adjunct  in  the  treatment  of  vascular  head  and  neck  lesions.  We  describe  several  case  reports  where 
endovascular  embolization  was  utilized  in  the  treatment  of  such  lesions. 


INTRODUCTION 

Since  its  inception  in  the  late  1960s,  it  has 
become  apparent  that  endovascular  emboliza- 
tion is  a valuable  method  to  assist  the  neurosur- 
geon and  ENT  surgeon  in  the  management  of 
vascular  head  and  neck  lesions.  The  goals  of 
preoperative  embolization  are  to  eliminate  deep 
feeding  vessels,  decrease  or  eliminate  arterio- 
venous shunting  and  shrink  the  size  of  the 
vascular  lesion  ^ ' thereby  decreasing  operative 
blood  loss  and  improving  surgical  outcome. 
Improvements  in  flow  directed  microcatheters 
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have  allowed  for  the  atraumatic  superselective 
catheterization  of  small  branches  of  the  head 
and  neck  vessels,  thereby  improving  intranidal 
penetration  of  occlusive  materials.  Embolic 
agents  must  be  biocompatible,  have  low  viscos- 
ity, be  radiopaque,  and  must  not  adhere  to  the 
catheter.  These  agents  include  polyvinyl  alco- 
hol (PVA)  particles,  silk  thread,  microcoils, 
gelfoam  particles,  cyanoacrylate  and  detachable 
balloons. 


CASE  REPORTS 
Case  1 (Epistaxis) 

An  89-year-old  male  with  a past  medical  history 
of  left  maxillary  sinus  squamous  cell  carcinoma 
(treated  surgically  and  with  radiation  therapy) 
presented  to  the  emergency  department  with 
intractable  nose  bleeding.  Direct  perisinus  in- 
jections of  epinephrine  while  in  the  emergency 
I department  proved  unsuccessful  in  significantly 
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diminishing  nasal 
bleeding.  Pre-emboliza- 
tion  arteriogram  (Fig- 
ure lA)  demonstrated 
multiple  irregular 
branches  of  the  left  sphe- 
nopalatine, greater  pa- 
latine, infraorbital  and 
maxillary  arteries  sus- 
picious for  neoplastic 
vascularity.  Super- 
selective  catheteriza- 
tion of  these  branches 
was  conducted  with  a 
three  F rench  rapid  tran- 
sit microcatheter  and 
successful  embolization  of  these  vessels  achieved  utilizing  150-250 
micron  PVA  particles,  Berenstein  liquid  micro  coils  and  gelfoam 
pledgets.  Post-embolization  arteriogram  (Figure  IB)  showed  oc- 
clusion of  the  neoplastic  vessels  identified  prior  to  embolization. 
Hemostasis  with  cessation  of  nose  bleeding  was  effected  immedi- 
ately post  procedure. 

Case  2 (Arteriovenous  Malformation) 

A 26-year-old  male  with  a history  of  previous  surgical  resection 
(13  years  prior)  of  a large  right  facial  and  infratemporal  fossa 
arteriovenous  malformation  (AVM)  presented  to  our  institution 
with  a recurrence  of  this  lesion.  Pre-embolization  arteriogram 
(Figure  2A)  showed  a large  facial/infratemporal  fossa/pterygo- 
maxillary  fossa  AVM  with  predominant  supply  from  the  right 
internal  maxillary  and  right  facial  artery  with  several  small 
branches  of  the  right  ophthalmic  artery  also  providing  supply  to 


Figure  1A.  Pre-embolization  arteriogram  of  the 
internal  maxillary  artery  showing  neoplastic  vas- 
cularity (arrows) 


Figure  2A.  Right  common  carotid  arte- 
riogram showing  a large  facial  AVM 
(small  arrows)  with  predominant  blood 
supply  from  hypertrophied  internal 
maxillary  artery  (large  arrow) 


Figure  2B.  Post  embolization  right  com- 
mon carotid  arteriogram  showing  com- 
plete occlusion  of  internal  maxillary  ar- 
tery with  dramatic  reduction  of  blood 


Figure  1B.  Post-embolization  arterio- 
gram showing  occlusion  of  the  distal 
internal  maxillary  artery  (arrows) 


Figure  1C.  Post-embolization  radio- 
graph demonstrates  the  opaque  em- 
bolic material  (arrows) 


Figure  2C.  Post-embolization  radio- 
graph showing  opaque  injected 
Berenstein,  Tornado  and  Cordis 
microcoils  (arrows) 
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Figure 

erosion 


thisAVM.  Early  venous 
drainage  was  noted  from 
the  temporal  vein  into  the 
right  internal  jugular 
vein.  Embolization  was 
carried  out  utilizing 
Berenstein,  Tornado  and 
Cordis  micro-coils.  Post 
embolization  arteriogram 
(Figure  2B)  demon- 
strated greater  than  90 
percent  reduction  in  ar- 
terial supply  to  the  facial 
AVM.  The  AVM  was  later 
surgically  excised  with- 
out blood  transfusion. 


Case  3 (Vagus  Paraganglioma) 

A 16-year-old  female  presented 
to  our  institution  with  hoarse- 
ness of  voice  and  odynophagia. 
Her  clinical  examination  revealed 
a right  vocal  cord  paralysis  and 
paralysis  of  the  right  side  of  the 
tongue.  Pre-operative  CT  (Fig- 
ure 3A)  and  magnetic  resonance 
imaging  (MRI  not  shown)  dem- 
onstrated a large  right  para- 
pharyngeal space/skull  base 
mass  with  extension  to  the  right 
jugular  foramen  and  associated 
with  occlusion  of  the  right  inter- 
nal jugular  vein.  Pre-emboliza- 
tion  arteriogram  (Figure  3B) 
showed  vascular  supply  to  this 
mass  from  ascending  pharyn- 
geal, occipital  and  superior  thy- 
roidal branches  of  the  right  ex- 
ternal carotid  artery.  Muscular 
branches  from  the  right  verte- 
bral artery  also  provided  some 
supply.  Embolization  was  per- 
formed utilizing  150  to  355  mi- 
cron PVA  particles  and  gelfoam 
pledgets.  The  post-embolization 
arteriogram  (Fig  3C)  showed  a 
90  percent  reduction  in  the  vas- 
cular supply  to  this  lesion  with 
occlusion  of  several  branches  of 
the  right  ascending  pharyngeal, 


3A.  Preoperative  CT  scan  of  the  skull  base  showing 
and  enlargement  of  right  jugular  foramen  (arrows) 


Figure  3B.  Pre-embolization  arterio- 
gram of  the  ascending  pharyngeal  ar- 
tery showing  extensive  neoplastic  vas- 
cularity (arrows) 


Figure  3C.  Post-embolization  arterio- 
gram of  ascending  pharyngeal  artery 
showing  dramatic  reduction  of  neo- 
plastic vascularity  (arrows) 


right  occipital  and  right 
superior  thyroidal  ar- 
tery as  well  as  muscu- 
lar branches  of  the  right 
vertebral  artery.  The 
tumor  was  later  suc- 
cessfully removed  sur- 
gically. 


DISCUSSION 

During  the  past  several 
years,  endovascular 
technology  has  under- 
gone rapid  developments  and  re- 
finements. As  an  extension  of 
improvements  in  the  technical 
approaches  used  in  diagnostic 
neuroradiology,  particularly  with 
reference  to  the  vascular  system, 
neuroradiologists  are  able  to 
carry  out  the  treatment  of  some 
vascular  lesions  of  the  head  and 
neck. 

Epistaxis  is  a common  event 
experienced  by  60  percent  of  the 
adult  population.  Fortunately 
only  six  percent  of  that  popula- 
tion requires  medical  treatment.^ 
Uncontrollable  epistaxis  may  be 
a life  threatening  event  whether 
idiopathic  or  caused  by  surgical 
complications,  hypertension, 
trauma,  vascular  malformation, 
tumors  or  hemostatic  disorders."* 
There  is  a traditional  ascending 
scale  of  treatment  for  epistaxis 
starting  with  performance  of  an- 
teroposterior nasal  packing,  en- 
doscopically  guided  electrocoagu- 
lation and  transantral  ligation  of 
the  internal  maxillary  artery  and 
ligation  of  ethmoidal  arteries. "* 
Since  Sokoloff  et  aP  first  intro- 
duced therapeutic  percutaneous 
embolization  in  the  treatment  of 
intractable  epistaxis  in  1974, 
endovascular  therapy  has  played 
an  increasing  role  in  the  treat- 
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merit  of  idiopathic  intractable  epistaxis.  Some 
investigators  ® have  suggested  that  it  should 
become  the  primary  treatment  modality.  Poste- 
rior nasal  packing  alone  has  a success  rate  of 
between  48-75  percent  and  a complication  rate  of 
20-68  percent.'^  Ligation  of  the  internal  maxil- 
lary artery,  performed  since  the  mid  1960s,  has 
a success  rate  of  between  85-90.5  percent  and  a 
complication  rate  of  between  40-47  percent. 
Endovascular  embolization  (unilateral  or  bilat- 
eral internal  maxillary  arteries  with  or  without 
supplemental  facial  artery)  has  been  shown  to 
have  a success  rate  of  97  percent^  and  a compli- 
cation rate  of  eight  percent.  If  bleeding  recurs, 
embolization  can  easily  be  repeated.  Complica- 
tions have  included  seizure,  facial  paralysis, 
cerebrovascular  accidents  (CVA),  monocular 
blindness  and  tissue  necrosis. 

More  than  50  percent  of  all  vascular  malfor- 
mations occur  in  the  head  and  neck  and  30 
percent  of  these  lesions  involve  the  facial  skel- 
eton. ® Although  clinical  history  and  physical 
examination  can  strongly  suggest  the  diagnosis 
of  craniofacial  AVMs,  radiologic  studies  are 
needed  to  accurately  differentiate  AVMs  from 
other  non-vascular  and  vascular  lesions.  High 
resolution  CT  scans  and  MRI  can  accurately 
define  the  extent  and  morphology  of  vascular 
anomalies.  The  principal  diagnostic  modality  in 
the  evaluation  of  AVMs  is  angiography,  which 
demonstrates  lesion  size  and  angioarchitecture, 
as  well  as  assesses  the  hemodynamics  of  identi- 
fied vessels.^®  The  management  of  craniofacial 
AVMs  requires  accurate  diagnostic  testing  fol- 
lowed by  early  aggressive  treatment  which  in- 
cludes embolization  with  angiographic  guid- 
ance followed  by  timely  surgical  resection. 

Arteriovenous  vascular  malformations 
(AVMs)  of  the  head  and  neck  are  present  at  birth 
and  grow  proportionately  during  childhood. 
AVMs  of  the  face  and  neck  have  been  observed  to 
show  rapid  expansion  following  local  trauma, 
ligation  or  attempted  excision,  or  following  hor- 
monal changes  associated  with  puberty  or  preg- 
nancy. Selective  embolization  as  a single 
treatment  modality  or  main  feeding  vessel  liga- 
tion are  rarely  successful  with  these  high-flow 
anomalies  because  of  the  establishment  of  new 
pathways  of  flow.  Optimal  treatment  should 
consist  of  embolization  followed  by  total  resec- 


tion within  48  hours.  Because  of  recent  ad- 
vances in  embolization  material,  methods  and 
our  understanding  of  the  disease,  the  treatment 
of  AVMs  has  shifted  from  palliative  to  definitive. 
Because  of  advances  in  variable  stiffness 
microcatheters  and  localization,  effective  abla- 
tion of  superselective  branches  of  the  arteries  of 
the  head  and  neck  is  now  possible.  Selective 
temporary  tolerance  testing  with  amobarbital 
or  temporary  balloon  occlusion  with  close  neu- 
rologic examination  and/or  electrophysiologic 
monitoring  can  now  be  performed  prior  to  per- 
manent vessel  occlusion.  This  has  allowed  the 
neurointerventionalist  greater  confidence  in 
occluding  non-critical  vessels . If  total  resection 
cannot  be  safely  performed,  embolization  can  be 
combined  with  radiosurgery.  Pre-operative 
embolization  of  our  case  resulted  in  a greater 
than  90  percent  reduction  in  arterial  supply  and 
allowed  for  the  total  surgical  excision  of  the 
AVM  without  blood  transfusion. 

Paragangliomas,  commonly  known  as  glo- 
mus tumors,  are  neoplasms  of  neural  crest  cell 
origin  that  arise  within  the  adventitial  layer  of 
blood  vessels  at  multiple  sites  in  the  head  and 
neck,  including  the  middle  ear  (glomus 
tympanicum),  parapharyngeal  space  (glomus 
jugulare),  and  larynx.  The  two  most  common 
paragangliomas  to  present  as  a neck  mass  arise 
at  the  carotid  bifurcation  (carotid  body  tumor) 
or  along  the  nodose  ganglion  of  the  vagus  nerve 
(glomus  vagale).  These  masses  typically  present 
as  a painless,  slow-growing  mass  in  the  anterior 
triangle  of  the  suprahyoid  neck. 

As  is  the  case  with  AVMs  of  the  head  and 
neck,  paragangliomas  of  the  head  and  neck  can 
also  be  treated  preoperatively  with  endovascular 
techniques.  The  objective  of  preoperative  embo- 
lization is  to  devascularize  the  tumor,  thereby 
decreasing  intraoperative  bleeding  and  facili- 
tating safe  surgical  removal.  The  ideal 
presurgical  embolization  procedure  should  pro- 
vide for  vessel  occlusion  to  the  capillary  level 
without  embolic  leakage  of  injected  particles  to 
other  organs.  In  general,  the  choice  of  embolic 
material  and  particle  size  for  selective  emboliza- 
tion depends  on  the  anatomic  vascular  charac- 
teristics of  the  lesion,  the  ultimate  goal  of  the 
embolization  procedure,  and  the  achieved  selec- 
tivity of  the  endovascular  approach.  Polyvinyl 
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particles  are  routinely  used  in  the  presurgical 
embolization  of  paragangliomas  because  they 
can  deeply  penetrate  the  tissue  and  ideally  lead 
to  thrombosis  of  precapillaries,  capillaries  and 
even  postcapillary  venules.  As  in  our  case  three, 
preoperative  embolization  resulted  in  90  percent 
reduction  in  tumor  vascularity  and  allowed  for 
the  successful  total  surgical  removal  of  the 
tumor. 


CONCLUSION 

The  management  ofvascular  lesions  ofthe  head 
and  neck  is  changing  rapidly,  particularly  as  a 
result  of  recent  advances  in  microcatheter  tech- 
nology and  refinements  in  embolic  agents.  In 
the  past,  surgical  resection  alone  was  often 
associated  with  considerable  intraoperative  blood 
loss  and  incomplete  resection  leading  to  recur- 
rences of  these  lesions.  The  use  of  super  selec- 
tive catheterization  with  new  microcatheters 
and  the  use  of  functional  brain  evaluation  dur- 
ing temporary  tolerance  testing  prior  to  defini- 
tive embolization  have  had  a significant  impact 
on  morbidity  and  mortality  associated  with  in- 
travascular embolization  and  have  allowed  for 
improved  surgical  outcomes  for  many  lesions  of 
the  head  and  neck.  Treatment  plans  for  vascu- 
lar head  and  neck  lesions  require  a team  ap- 
proach with  the  collaboration  of  interventional 
neuroradiologists,  neurosurgeons,  vascular  sur- 
geons and  ENT  surgeons. 
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ABSTRACT 

The  use  of  transcatheter  uterine  artery  embolization  as  a treatment  for  uterine  fibroids  represents 
a new  approach  to  the  management  of  this  common  problem.  Early  reports  of  uterine  artery 
embolization  as  a treatment  of  symptomatic  fibroids  have  indicated  significant  symptomatic 
improvement  as  well  as  reduction  in  the  size  of  fibroids.  We  have  been  performing  this  procedure 
for  two  years  at  the  Christiana  Care  Hospital.  We  describe  two  representative  cases  with  clinical 
follow  up  on  12  of  our  patients  and  briefly  review  the  literature  on  uterine  artery  embolization  for 
uterine  fibroids. 


KEYWORDS: 

UAE:  Uterine  artery  embolization 


INTRODUCTION 

Uterine  fibroids  represent  the  most  common 
pelvic  tumors  in  women,  with  clinical  and  au- 
topsy studies  demonstrating  their  prevalence  to 
be  20-40  percent  in  women  older  than  35  years  of 
age.^  The  traditional  treatment  options  for  fi- 
broids include  hysterectomy,  hysteroscopic  or 
laparoscopic  myomectomy  and  hormonal 
therapy. 
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The  first  suggestion  that  embolization  might 
have  a role  in  the  management  of  fibroids  was 
found  in  a report  from  France,  by  Ravina  et  al,^ 
who  described  the  preoperative  embolization  of 
fibroids  in  31  patients.  Since  then,  promising 
results  have  been  reported  by  various  authors 
for  uterine  artery  embolization  as  a method  of 
treatment  of  uterine  fibroids. Nationally, 
approximately  5000  uterine  artery  embolizations 
have  been  performed  over  the  past  four  years. 

CASE  REPORTS 
Case  7 

A 53-year-old  woman  with  a history  of  severe 
pelvic  pain  secondary  to  known  uterine  fibroids 
was  referred  for  evaluation  for  uterine  artery 
embolization.  MRl  scan  was  performed  to  as- 
sess the  size  and  volume  of  the  uterine  fibroids. 
The  study  revealed  three  distinct  fibroids,  the 
largest  of  them  measuring  7x  8x  8.5  cm  and 


Del  Med  Jrl,  September  2000,  Vol  72  No  9 


397 


Clinical  Series 


Figure  1B.  Pre-embolization  sagittal  MR  image 
showing  the  largest  of  the  three  fibroids 
(arrows). 


showing  enhancement  with  IV  gadolinium  ad- 
ministration (Figures  lAand  IB).  Arteriogram 
of  the  pelvic  arteries  demonstrated  a large  hyper- 
vascular  mass  in  the  mid-pelvis  with  neovascu- 
larity originating  from  both  uterine  arteries 
(Figure  2).  Embolization  of  both  uterine  arter- 
ies was  performed  using  355-500  micron  PVA 
particles  and  gel  foam  pledgets.  Post-emboliza- 
tion arteriogram  revealed  complete  absence  of 
tumor  blush  and  neovascularity,  with  stasis  of 
flow  within  the 
proximal  uter- 
ine arteries  bi- 
laterally (Fig- 
ure 3). 

Following 
standard  over- 
night hospital 
admission,  the 
patient  was  dis- 
charged home 
on  prophylactic 
antibiotics.  A 
follow-up  MRI 
six  months  later 
showed  signifi- 
cant decrease  in 
the  size  of  the 
fibroids  with  no 
enhancement 
following  IV  ga- 
dolinium  ad- 


ministration (Figures  4A  and  4B).  The  largest 
fibroid  measured  6 x 5.2  x 6.5  cm,  an  approxi- 
mate 46  percent  reduction  in  volume. 

Case  2 

A 35-year-old  African-American  woman  who 
was  several  years  post-myomectomy  was  re- 
ferred to  us  for  recurrent  symptoms  related  to 
fibroids,  including  prolonged  and  excessive 
menses  and  resultant  anemia.  A trial  of  oral 
contraceptive  therapy  failed  due  to  development 
of  deep  vein  thrombosis. 


Figure  4B.  Post-embolization  sagittal  MR  image 
showing  significant  reduction  in  the  volume  of  the 
largest  fibroid  (arrows)  when  compared  to  Figure  1 . 


Figure  1A.  Pre-embolization  transverse  MR  image  showing 
the  largest  of  the  three  fibroids  (arrows). 


Figure  4A.  Post-embolization  transverse  MR  image  show- 
ing significant  reduction  in  the  volume  of  the  largest  fibroid 
(arrows)  when  compared  to  Figure  1. 
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Angiography  of  the  uter- 
ine arteries  was  performed 
and  revealed  prominent 
uterine  vessels  with  a dense 
vascular  blush  and  neo- 
vascularity consistent  with 
uterine  leiomyoma.  In  ad- 
dition, selective  right  uter- 
ine artery  angiogram 
showed  cross  filling  of  pa- 
renchymal branches  of  the 
left  uterine  artery.  Bilat- 
eral uterine  artery  embo- 
lization was  performed  uti- 
lizing 355-500  micron  PVA 
particles  and  gel  foam 
pledgets  to  complete  stasis 
of  flow.  Post-embolization 
pelvic  angiogram  demon- 
strated no  opacification  of  the  right  or  left  uter- 
ine artery  and  a disappearance  of  vascular  blush 
that  was  noted  prior  to  the  embolization. 

A year  following  the  embolization  proce- 
dure, the  patient  states  that  her  symptoms  are 
completely  resolved,  and  she  has  returned  to  a 
normal  life  style 

DISCUSSION 


Embolization  techniques 
have  long  been  established 
in  the  management  of  vas- 
cular tumors,  either  as  a 
primary  treatment  or  for 
devascularizing  prior  to  sur- 
gery. In  addition,  embo- 
lization is  effective  in  con- 
trolling bleeding  in  a vari- 
ety of  clinical  settings.  It  is 
thus  surprising  that  such  a 
common  condition  as  uter- 
ine fibroid  disease,  consist- 
ing of  benign  vascular  tu- 
mors in  which  bleeding  is  a 
major  clinical  problem,  has  not  until  very  re- 
cently been  considered  for  embolization.^ 

Hysterectomy  has  traditionally  been  the 
primary  treatment  for  symptomatic  or  rapidly 
enlarging  fibroids,  with  these  tumors  account- 


ing for  one  third  of  all  hys- 
terectomies performed  in 
the  United  States.®  In 
women  wishing  to  preserve 
future  childbearing  poten- 
tial, surgical  or  hystero- 
scopic  myomectomy  is  cur- 
rently considered  the  treat- 
ment of  choice.  Although 
some  controversy  exists  con- 
cerning the  morbidity  of 
this  procedure,^  most  stud- 
ies have  shown  multiple 
myomectomy  to  be  associ- 
ated with  increased  blood 
loss,  operating  time,  pain, 
postoperative  morbidity  and 
longer  hospital  stays  than 
hysterectomy.®  In  addition, 
20-25  percent  of  women  undergoing  myomec- 
tomy will  ultimately  require  another  surgical 
procedure  for  treatment  of  fibroids,  usually  hys- 
terectomy.^ Hormonal  therapy,  with  the  use  of 
progestational  compounds  or  gonadotropin-re- 
leasing hormone  agonists,  has  been  shown  to 
result  in  dramatic  symp- 
tomatic improvement  and 
reduction  of  fibroid  tumor 
size,  but  with  rapid  re- 
growth of  leiomyomata  to 
their  original  size  within  a 
few  months  of  discontinua- 
tion of  treatment.®  Because 
of  the  disadvantages  of  long- 
term therapy  with  hor- 
monal agents,  including 
osteoporosis,  menopausal 
symptoms  and  amenorrhea, 
these  agents  are  currently 
used  as  a temporizing  mea- 
sure in  perimenopausal 
women  or  as  a method  of 
reducing  tumor  size  and  vas- 
cularity prior  to  surgery.^ 
Due  to  these  treatment  limi- 
tations, uterine  fibroids  remain  a cause  of  men- 
orrhagia and  chronic  pelvic  pain  in  a significant 
number  of  patients. 

These  vascular  rich  tumors  derive  their 
blood  supply  almost  exclusively  from  the  uterine 


Figure  2.  Pelvic  arteriogram  showing  prominence 
and  tortuosity  of  both  the  uterine  arteries  with 
neovascularity  supplying  the  fibroids  (arrows) 


r ..  ^ 1 


Figure  3.  Post-embolization  aortogram  showing 
complete  absence  of  tumor  blush  and 
neovascularity 
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arteries.  Doppler  ultrasound  studies  have  dem- 
onstrated vascular  regression  in  the  fibroids  of 
women  showing  improve- 
ment after  treatment  with 
hormonal  agents,  provid- 
ing support  for  the  concept 
of  uterine  devasculariza- 
tion in  treating  these  le- 
sions.^ The  rationale  for 
the  use  of  embolization  in 
the  treatment  of  fibroids  stems  from  the  unique 
advantages  of  this  percutaneous  approach  in- 
cluding potential  fertility  preservation,  avoid- 
ance of  surgical  risks,  shorter  hospitalizations 
and  the  ability  to  treat  all 
myomata  in  the  uterus  in 
a single  session.^ 

Uterine  embolization 
involves  selectively  cath- 
eterizing  both  uterine  ar- 
teries. Embolic  material 
is  then  administered;  par- 
ticularly polyvinyl  alcohol 
(355-500  microns)  until 
complete  stasis  is 
achieved.®  Failure  to  perform  bilateral  embo- 
lization has  been  implicated  as  a cause  of  failure 
of  pelvic  embolotherapy  for  postpartum  and 
postoperative  bleeding.  Uterine  fibroids  have 
angiographically  and  pathologically  been  shown 
to  contain  arterial  anas- 
tomoses between  the 
right  and  left  uterine 
arteries.  Ravina  et  al 
describe  treatment  fail- 
ures due  to  incomplete 
embolization.^  For  these 
reasons,  unilateral  em- 
bolization is  not  recom- 
mended. Results  of  ma- 
jor series  ^ ® have  indi- 
cated that  when  the  uter- 
ine arteries  and  their 
vascular  beds  are  com- 
pletely occluded  with 
particulate  emboli,  the  symptoms  can  be  cured 
or  improved  and  fibroids  reduced  in  size.®  To 
achieve  these  effects,  significant  ischemia  must 
be  produced  that  is  reflected  in  the  form  of  post- 
embolization pain,  which  is  usually  controlled 


adequately  with  analgesics.  Potential  collat- 
eral supply  to  the  uterus  from  vaginal  and 
ovarian  arteries  prevents 
more  serious  effects  of  is- 
chemic necrosis.®  The  de- 
gree of  pain  experienced 
by  patients  is  variable  and 
does  not  appear  to  be  re- 
lated to  the  initial  size  of 
the  fibroids.® 

Follow-up  data  on  our  first  12  patients  who 
underwent  uterine  artery  embolization  at  our 
institution  were  collected.  Bleeding  and  pain 
were  the  main  symptoms  (75  percent)  as  shown 
in  Table  1.  Twenty-five 
percent  of  our  patients  had 
taken  hormonal  treatment 
before  the  embolization 
procedure.  Following  uter- 
ine artery  embolization,  74 
percent  of  the  patients  re- 
ported improvement  of 
symptoms  (complete  reso- 
lution-eight percent,  sig- 
nificant improvement-50 
percent  and  slight  improvement- 16  percent)  as 
shown  in  Table  2.  None  ofthe  patients  reported 
any  worsening  of  the  symptoms.  One  of  our 
patients  developed  ischemia  of  the  buttock  re- 
gion following  the  embolization  that  did  not 

require  intervention. 
Seventy-five  percent  of 
our  patients  stated  that 
they  would  undergo  re- 
peated embolization  if 
symptoms  recurred  or 
persisted,  suggesting  a 
good  patient  tolerabil- 
ity for  the  procedure. 

Ravina  et  al  followed 
their  patients  with  ul- 
trasound scanning  and 
noted  a 20-80  percent 
reduction  in  the  volume 
of  fibroids  three  months 
after  embolization.  We,  however,  prefer  to 
follow  our  patients  with  magnetic  resonance 
imaging  (MRI).  MRI  has  the  advantage  of 
multiplanar  imaging  that  enables  distinct  iden- 
tification of  fibroid  margins  and  therefore  a 


Table  1.  Presenting  symptoms  in  initial  12  patients 


Bleeding 

9 (75%) 

Pain 

9 (75%) 

Infertility 

1 (8%) 

* N =12 

Table  2.  Clinical  outcomes  following  uterine  artery 
embolization 


Completely  resolved 

1 (8%) 

Significantly  improved 

6 (50%) 

Slightly  improved 

2 (16%) 

Unchanged 

3 (25%) 

Slightly  worse 

0 (0%) 

Significantly  worse 

0 (0%) 

Table  3.  Adjunctive  treatment  following  UAE 


Hysterectomy  1 (8%) 

Myomectomy  0 (0%) 

Hormonal  treatment*  2 (16%) 

Tolerability**  9 (75%) 


* These  patients  were  on  hormonal  treatment  prior  to 
UAE  and  were  continued  on  hormonal  therapy  fol- 
lowing UAE  at  the  discretion  of  the  referring  physi- 
cian. 

**  The  number  of  patients  that  would  undergo  repeated 
embolization  if  the  symptoms  recurred  or  persisted. 
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more  accurate  calculation  of  tumor  volume.  ' 
Thus,  initial  and  post-embolization  volume  of 
the  uterus  and  fibroids  can  be  calculated  and  ' 
compared  for  degree  of  fibroid  shrinkage  follow- 
ing the  embolization.  Most  of  our  cases  are  early  : 
in  the  post  treatment  phase  and  have  not  had 
follow-up  MRI  scans;  however,  the  first  repre- 
sentative case  described  showed  a 46  percent  : 
reduction  in  volume  of  the  fibroids,  correlating  ' 
well  with  the  French  study. 

Initial  results  of  uterine  artery  emboliza- 
tion as  a treatment  for  uterine  fibroid  disease  , 
are  encouraging.  There  were  early  concerns  > 
surrounding  the  radiation  dose  to  the  pelvis;  ; 
however,  Ravina  et  al  ® reported  the  radiation  | 
dose  to  be  negligible  during  the  procedure.  An-  [ 
other  concern  is  the  effect  embolization  might  ! 
have  on  the  future  child  bearing  potential  of  ^ 
these  women  to  not  only  become  pregnant  but  ■ 
complete  a normal  pregnancy.  This,  however,  : 
does  not  appear  to  be  a major  problem  since 
various  authors  have  reported  successful  preg- 
nancy completion  after  bilateral  uterine  embo- 
lization was  performed  for  postpartum  hemor- 
rhage and  gestational  trophoblastic  disease. , 
In  addition,  a full  term  pregnancy  was  success-  ' 
fully  completed  at  our  hospital  following  uterine 
artery  embolization  for  infertility  secondary  to 
fibroids. 


CONCLUSION 

Uterine  artery  embolization  has  emerged  as  a 
promising  new  method  of  treatment  for  fibroid 
disease.  Excellent  short-term  results  have  been 
documented  with  respect  to  both  menorrhagia 
and  pelvic  pain,  with  concomitant  reduction  in 
uterine  size  and  fibroid  tumor  volume.  The 
procedure  is  well  tolerated  by  patients  and  has 


the  advantage  of  shorter  hospitalizations  and 
postoperative  course,  potential  fertility  preser- 
vation and  ability  to  treat  all  uterine  myomata 
in  a single  session.  Long-term  follow-up  data  is 
warranted. 
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Adhesive  bandage,  which  plaintiff  alleges 


defendant  pulled  rapidly  from  skin,  violently  tearing 


three  hairs  from  plaintiffs  arm,  which  resulted  in 

severe,  shock,  trauma,  disfigurement,^  chronic  , 
debilitating  pain  and  permanent  psychological  damage. 
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Reports  from  the  June  2000 
AMA  Interim  Meeting 


REFERENCECOMMITTEEA 

MEDICALSERVICES 

Submitted  by  Marshall  Z.  Schwartz, 
M.D. 

The  following  is  a brief  summary 
of  the  activities  of  Reference  Com- 
mittee A “Medical  Services.” 

The  following  reports  and  resolu- 
tions were  recommended  for  adop- 
tion by  the  House  of  Delegates. 

Board  of  Trustees  Report  27: 
Advocates  that  Medicare  cover- 
age for  pharmaceuticals  be  ad- 
dressed in  the  broader  context  of 
transforming  Medicare  into  a fis- 
cally solid  program.  This  report 
outlined  six  guiding  principles  to 
be  utilized  in  evaluating  legisla- 
tive proposals  for  the  addition  of 
a Medicare  pharmaceutical  ben- 
efit. 


Council  on  Medical  Service  Re- 
port 5 - “Benefits  and  Limita- 
tions of  an  Individual  Mandate 
for  Individually  Owned  Health 
Insurance:”  Reviewed  informa- 
tion on  existing  individual  man- 
dates. This  report  supports  a 
preference  for  non-compulsory 
policies  such  as  tax  incentives 
rather  than  a mandate  requiring 
individuals  to  purchase  health 
insurance.  The  report  also  dis- 
cusses the  merits  of  establishing 
a new  program  to  serve  as  a health 
care  safety  net;  describes  exist- 
ing safety  net  programs;  and  dis- 
cusses ways  to  assure  that  the 
poor  have  access  to  tax  credits. 

Council  on  Medical  Service  Re- 
port 6 - “Managed  Care  Organi- 
zation Reimbursement  Formu- 
las:”  Summarizes  potential  le- 
gal problems  associated  with 


public  review  of  physician  pay- 
ments, schedules,  and  formulas, 
as  well  as  presents  information 
related  to  state  authority  to  regu- 
late particular  aspects  of  insur- 
ance. The  report  concludes  that  it 
would  be  highly  problematic  to 
recommend  public  review  and  ex- 
amination of  payment  methodol- 
ogy used  by  health  plans  to  pay 
physicians;  implausible  to  de- 
velop a single  approach  to  physi- 
cian compensation;  and  not  a pru- 
dent use  of  AMA  resources  to 
undertake  such  an  initiative. 

Medicare  Global  Surgical  Guide- 
lines: Calls  for  the  AMA  to  en- 
dorse the  January  1,  1998  Medi- 
care Global  Period  Guidelines 
that  allow  the  Medicare  Global 
Surgical  Period  definition  for 
major  surgery  as  the  day  before 
to  90  days  after  surgery  and  the 
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preoperative  period  excludes  the 
examination  of  the  patient  to 
determine  the  need  for  surgery  or 
other  courses  of  treatment.  The 
resolution  also  asks  the  AMA  to 
use  its  persuasive  ability  to  bring 
an  end  to  the  unilateral  and  un- 
fair reimbursement  methods  be- 
ing used  by  the  carriers  and  in- 
surance companies  in  an  effort  to 
reduce  surgical  reimbursement. 

Acquire  HCFA  “Criteria  for  Im- 
proper Payment."  This  resolu- 
tion calls  for  the  AMA  to  acquire 
the  HCFA  criteria  for  improper 
payments  and  share  them  with 
component  societies  and  mem- 
ber physicians. 

Reimbursement  of  On-Call  Phy- 
sicians: Calls  for  the  AMA  CRT 
Editorial  Board  to  develop  and 
publish  codes  with  definitions  for 
physicians  on-call  services,  re- 
quests that  the  AMA  Reimburse- 
ment Update  Committee  (RUC) 
develop  and  submit  to  HCFA  the 
relative  value  of  on-call  services 
and  take  appropriate  action  as 
needed  to  advocate  and  endorse 
reimbursement  for  physician  on- 
call  services  to  hospital  facili- 
ties. Considerable  positive  tes- 
timony and  Reference  Commit- 
tee support  occurred  for  this  reso- 
lution. 

Timely  Processing  of  Medicare 
ID  Number  Applications.  This 
resolution  calls  for  the  AMA  to 
educate  all  physicians  that  the 
Healthcare  Financing  Adminis- 
tration considers  it  fraud  to  sub- 
mit Medicare  claims  for  non- 
partners using  another  Medicare 
provider  number.  The  resolution 
calls  for  HCFA  and  Medicare 
carriers  to  simplify  the  process  of 
obtaining  Medicare  provider 
numbers  and  provide  a tempo- 
rary Medicare  provider  number 
until  a permanent  number  is  as- 
signed. 


Time  Restrictions  on  Submitting 
Medicaid  Claims:  Calls  for  the 
AMA  to  advocate  for  change  in 
HCFA  regulations  to  require  any 
insurer  administrating  Medicaid 
claims  to  accept  claims  up  to  one 
year  after  the  date  of  service. 

Council  on  Medical  Service  Re- 
port 8:  “Medicare  Preoperative 
Medical  Evaluation:”  This  re- 
port addresses  the  often  confus- 
ing nomenclature  associated 
with  preoperative  medical  evalu- 
ations and  summarizes  pertinent 
Medicare  coverage  policies  and 
processes.  The  report  recom- 
mends that  the  AMA  formally 
request  that  HCFA  develop  a 
national  coverage  policy  on  pre- 
operative medical  evaluations 
including  examinations  and  test- 
ing. This  national  policy  would 
supersede  the  varying  policies  of 
local  carriers. 

Medicare  Payment  for  Psychiat- 
ric Diagnosis:  Calls  on  the  AMA 
to  strongly  oppose  the  discrimi- 
natory 50  percent  co-payment  for 
psychiatric  treatment  received  by 
Medicare  patients  and  recom- 
mends a 20  percent  co-payment. 
The  resolution  also  asks  for  a 
study  of  the  impact  of  the  50  per- 
cent co-payment  on  access  to  be- 
havioral health  treatment  for 
older  Americans  and  Americans 
with  disabilities. 

Reimbursement  for  Office  Based 
or  Outpatient  Ultrasound  Imag- 
ing. This  resolution  calls  for  AMA 
policy  to  support  reimbursement 
for  ultrasound  imaging  per- 
formed by  appropriately  trained 
physicians  in  the  office  or  other 
outpatient  settings  including  out- 
patient hospital  settings  such  as 
the  emergency  department  and 
obstetric  units.  It  furthers  states 
that  the  physician  should  be  ap- 
propriately recognized  as  quali- 
fied if  trained  to  perform  ultra- 
sound imaging  in  the  office  or 


other  outpatient  settings  having 
met  education  criteria  deter- 
mined by  his/her  specialty.  There 
was  considerable  discussion  be- 
fore the  Reference  Committee  re- 
garding this  resolution  and  testi- 
mony was  mixed.  Ultimately, 
the  Committee  and  House  of  Del- 
egates agreed  with  the  principle 
that  physicians  should  be  paid 
for  performing  a specific  service. 

Amendment  to  AMA  Policy  H- 
370.985:  Coverage  for  Immuno- 
suppressive Medications  for  Life 
of  Transplanted  Organs:  Calls 
for  modifications  of  AMA  Policy 
H-370.985  to  read  as  follows: 
“The  AMA  supports  seeking  fed- 
eral legislation  mandating  HCFA 
to  reinstate  under  Medicare,  the 
extension  of  coverage  of  drugs 
used  in  the  immunosuppressive 
therapy  to  be  furnished  for  the 
life  of  the  transplanted  organ”. 

Authorized  Assignment  of  Ben- 
efits: Requests  that  the  AMA 

reaffirm  policy  H-390.944  which 
states  that  the  AMA  supports 
action  to  require  Medicare  to 
make  direct  payment  in  all  cases 
to  physicians  who  have  accepted 
assignment,  regardless  of 
whether  or  not  Medicare  is  a pri- 
mary or  secondary  insurer.  In 
addition,  it  requests  that  the 
AMA  seek  legislation  or  regula- 
tion or  develop  model  state  legis- 
lation to  insure  that  the  third 
party  payers  be  required  to  issue 
payment  directly  to  providers 
when  the  patient  has  signed  an 
authorization  for  the  assignment 
ofbenefits.  Finally,  thattheAMA 
seek  legislative  relief  mandat- 
ing that  health  plans  notify  phy- 
sicians when  claim  payments  are 
issued  to  the  insurer  rather  than 
the  physician. 

Halt  Transition  of  Medicare  Prac- 
tice Expenses.  This  resolution 
asks  the  AMA  to  seek  legislation 
to  allocate  additional  money  to 
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the  Medicare  Physician  Fee 
Schedule  for  the  purpose  of 
amending  the  practice  expense 
provisions  of  the  Medicare  law  to 
halt  the  transition  to  the  2000 
level  (50  percent  1998  PE  RVUs 
blended  with  50  percent  proposed 
2000  PE  RVUs).  The  exceptions 
would  be  for  the  office  visit  and 
office  consultation  codes  which 
would  continue  to  increase  to  their 
projected  2002  levels.  This  was  a 
vigorously  discussed  resolution 
in  the  Reference  Committee  and 
at  the  House  of  Delegates.  Nu- 
merous primary  care  specialty  so- 
cieties spoke  in  opposition  of  this 
resolution.  This  resolution 
passed  with  minimal  modifica- 
tion. 


REFERENCECOMMITTEE  B 
LEGISLATION 

Submitted  by  Michael  S.  Katz,  M.D. 

Actions  taken  by  The  AMA  House 
of  Delegates  on  Reference  Com- 
mittee B resolutions  (Legisla- 
tion) included  Medicare/Medic- 
aid  dual  eligibility  for  reimburse- 
ments, an  alternative  to  tort  sys- 
tem for  medical  malpractice, 
HCFA  reform,  access  to  compre- 
hensive reproductive  health  care, 
and  safe  places  for  newborns. 

BOT  report  9;  Medical  Care  for 
Persian  Gulf  War  Veterans:  Rec- 
ommends that  the  Counsel  on 
Scientific  Affairs  and  Council  on 
Legislation  continue  to  monitor 
developments  in  the  identifica- 
tion of  possible  Gulf  War  ill- 
nesses and  Congressional  initia- 
tives related  to  the  health  care  of 
those  who  served  in  the  Persian 
Gulf  during  the  early  1990s,  and 
respond  to  as  appropriate. 

Support  for  Federal  Legislation 
to  Rescind  IRS  Tax  Regulations 
Requiring  Annual  Forfeiture  of 
Unspent  Funds  in  Flexible 
Spending  Accounts:  Directs  the 
AMA  to  seek  federal  legislation 
to  rescind  IRS  tax  regulations  on 


forfeiture  of  unspent  funds  in 
employer  provided  flexible  spend- 
ing accounts. 

Medicare/Medicaid  Dual  Eligible  ! 
Reimbursement:  Asks  the  AMA 
to  seek  repeal  of  Section  4714  of 
the  Balanced  Budget  Act  of  1997 
to  restore  the  requirement  that 
states  pay  the  deductible,  co-pay- 
ment and  coinsurance  amounts 
for  Medicare  and  Medicaid  dual 
eligible  patients. 

Private  Contracting  Under  Medi- 
care: Asks  the  AMA  to  actively 
lobby  Congress  for  the  passage  of 
“The  Senior’s  Health  Freedom 
Act”  to  guarantee  the  rights  of 
seniors  to  contract  privately  with 
physicians  for  medical  services 
outside  the  Medicare  program, 
even  when  those  services  are  oth- 
erwise covered  by  Medicare. 

Medicaid  Payment  Advisory 
Commission:  Directs  the  AMA 
to  support  federal  legislation  to 
establish  Medicaid-PAC  (Physi- 
cian Advisory  Commission)  to 
advise  the  Health  Care  Financ- 
ing Administration  and  congress 
on  policies  impacting  physicians 
and  patients  related  to  state 
Medicaid  programs.  | 

Patient  Safety:  Directs  the  AMA 
to  continue  its  advocacy  efforts  in 
the  area  of  patient  safety  and 
work  to  promote  a meaningful 
long-term  approach  to  ensure 
greater  patient  safety  in  the  de- 
livery of  health  care.  The  AMA  is 
directed  to  work  in  collaboration 
wit  the  National  Patient  Safety 
Foundation,  national  medical 
specialty  societies,  state  and  lo- 
cal medical  societies  to  continu- 
ally advance  efforts  to  improve 
patient  safety  through  educa- 
tional activities  and  all  other 
available  means  and  to  promote 
best  practices. 

An  Alternative  to  Tort  System  [ 
for  Medical  Malpractice:  Directs 
the  AMA  to  support  alternative 


dispute  resolution  mechanisms 
designed  to  provide  greater  ac- 
cess to  legal  processes  that  are 
designed  to  resolve  medical  li- 
ability claims  fairly  and  in  a more 
timely  and  cost-effective  manner. 
These  processes  should  identify 
non-meritorious  claims  and  dis- 
pose of  them;  decrease  the  pro- 
portion of  cases  being  litigated, 
increase  the  portion  of  any  settle- 
ment payment  received  by  the 
patient;  and  identify  appropri- 
ate guideline  for  the  payment  of 
damages. 

Congressional  Oversight  Hear- 
ings and  Legislative  Reform  of 
HCFA:  Asks  the  AMA  to  seek 
immediate  and  periodic  Congres- 
sional oversight  hearings  of  the 
Health  Care  Financing  Adminis- 
tration on  issues  related  to  the 
administration  of  the  Medicare 
and  Medicaid  programs  and  ad- 
ditionally will  seek  legislation  to 
reform  HCFA.  The  AMA  is  in- 
structed to  undertake  and  sup- 
port activities  that  would  hold 
state  and  federal  agencies,  their 
contractors,  and  employees  deal- 
ing with  health  care  issues  to  the 
same  level  of  accountability  as 
are  physicians. 

Access  to  Comprehensive  Repro- 
ductive Health  Care:  Instructs 
the  AMA  to  support  action  to 
ensure  continued  patient  access 
to  pregnancy  prevention  services 
within  communities,  including 
tubal  sterilization  and  vasec- 
tomy in  the  case  of  mergers  and/ 
or  acquisitions  of  health  care  sys- 
tems. When  reproductive  services 
are  a covered  benefit,  the  AMA 
shall  seek  enforcement  of  exist- 
ing law  which  requires  health 
plans  to  be  responsible  to  pro- 
vide access  to  those  services  for 
their  enrollees.  The  AMA  reaf- 
firms policy  that  neither  physi- 
cian, hospital,  nor  hospital  per- 
sonnel shall  be  required  to  per- 
form any  act  violative  of  person- 
ally held  moral  principles. 
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Fee  Schedule  Changes:  Directs 
the  AMA  to  develop  model  state 
and  federal  legislation  that 
would  require  that  all  third  party 
payers  and  self-insured  plans 
publish  all  fee  payment  schedule 
updates,  and  changes  at  lease  60 
days  before  such  changes  in  pay- 
ment schedules  are  enacted,  and 
that  all  participating  physicians 
be  notified  of  such  changes  at 
least  60  days  before  changes  in 
payment  schedules  are  enacted. 

EMTALA  Changes:  Asks  the 
AMA  to  seek  return  to  the  origi- 
nal congressional  intent  of 
EMTALA  to  prevent  hospitals 
with  emergency  departments 
from  turning  away  or  transfer- 
ring patients  without  health  in- 
surance. The  AMA  is  directed  to 
oppose  any  regulatory  or  legisla- 
tive changes  that  would  further 
increase  liability  for  failure  to 
comply  with  ambiguous 
EMTALA  requirements. 

HCFA’s  Spectrum  of  Practice  for 
Nurse  Practitioners  and  Certi- 
fied Nurse  Specialists:  Directs 
the  AMA  to  work  with  HCFA  and 
any  other  relevant  government 
agencies  to  require  the  physician 
supervision  of  nurses  who  per- 
form diagnostic  imaging  tests. 
The  AMA  will  advocate  and  sup- 
port through  legislative  and  regu- 
latory efforts  the  requirement  of 
appropriate  physician  supervi- 
sion of  non-physician  clinical  staff 
in  all  areas  of  medicine.  The  AMA 
will  take  all  appropriate  action 
to  achieve  a reversal  of  HCFA 
policy  which  allows  payment  for 
physician  services  rendered  by 
nurse  practitioners  and  certified 
nurse  specialists  that  are  per- 
formed without  physician  super- 
vision. 

Safe  Places  for  Newborns:  Asks 
the  AMA  to  study  and  draft  model 
state  legislation  to  protect  women 
from  prosecution  who  surrender 
or  abandon  their  infants  safely  to 


a health  care  facility,  law  enforce- 
ment or  other  appropriate  entity. 

Misapplication  of  Fraud  and 
Abuse  Laws:  Asks  the  AMA  to 
continue  to  make  the  relief  of 
oppressive  and  overzealous  ap- 
plication of  fraud  and  abuse  regu- 
lations a high  priority  and  take 
whatever  action  is  necessary  to 
challenge  improprieties  in  the 
application  of  fraud  and  abuse 
laws  against  physicians.  The 
AMA  is  asked  to  work  with  state 
and  component  medical  societies 
to  develop  and  educational  pro- 
gram for  physicians  on  how  to  be 
in  compliance  with  current  fraud 
and  abuse  laws. 

Immobilization  of  Vehicles  of  Re- 
peat Offenders  of  Alcohol  Related 
Driving  Offenses:  Referred  to  the 
board  of  trustees  for  study.  Asks 
the  AMA  to  work  to  develop  model 
legislation  which  could  be  used 
by  states  to  result  in  the  applica- 
tion of  boots  to  the  wheels  of  ve- 
hicles, or  other  means  of  physi- 
cally incapacitating  vehicles,  of 
repeat  offenders  of  alcohol  re- 
lated driving  offenses.  Due  to  the 
complex  issues  of  immobilizing 
an  individual’s  vehicle  and  the 
potential  effects  on  families,  and 
the  overall  effectiveness  of  pre- 
venting offenders  from  driving 
other  vehicles,  the  resolution  was 
referred  for  further  study. 

REFERENCECOMMITTEEC 
MEDICAL  EDUCATION 

Provided  by  the  AMA 

ECFMG Representation:  Adopt- 
ed amended  Resolution  304  ask- 
ing that  the  AMA  regularly  ap- 
point an  AMA  member  who  is  an 
IMG  as  one  of  its  representatives 
to  the  Educational  Commission 
for  Foreign  Medical  Graduates 
Board  of  Trustees.  In  addition, 
the  AMA  strongly  encourages  the 
ECFMG  to  regularly  appoint  an 


IMB  as  one  of  the  at-large  mem- 
bers on  its  Board  of  Trustees. 

Non-physicians’  Expanded  Scope 
of  Practice:  Adopted  Substitute 
Resolution  307  asking  that  the 
AMA,  through  appropriate  legis- 
lative and  regulatory  efforts,  seek 
to  ensure  that  diagnostic  labora- 
tory testing  only  be  performed  by 
those  individuals  who  possess 
appropriate  clinical  education 
and  training,  under  the  supervi- 
sion of  licensed  physicians  (M.D./ 
D.O.).  Ordering  and  interpreta- 
tion can  be  extended  to  include 
licensed  dentists. 


REFERENCECOMMITTEE  D 
PUBLIC  HEALTH 

Provided  by  the  AMA 

Tobacco  Settlement  Funds: 
Adopted  Resolution  406,  which 
asks  the  AMA  to  study,  review 
and  analyze  options  for  preserv- 
ing the  integrity  of  state  tobacco 
settlement  funds,  with  a report 
back  at  I-OO. 

Bioterrorism:  Voted  to  accept  the 
recommendations  in  CSA  Report 
10,  which  reaffirm  the  impor- 
tance of  the  AMA's  role  in  helping 
physicians  in  planning  and  re- 
sponding to  terrorist  attacks  in 
their  states  and  communities. 

Eliminating  Health  Disparities: 
Adopted  Resolution  414,  which 
calls  on  the  AMA  to  work  with  the 
U.S.  Department  of  Health  and 
Human  Services  to  work  for  the 
elimination  ofhealth  disparities. 


REFERENCECOMMITTEE  E 
SCIENCE&TECHNOLOGY 

Submitted  by  Edward  F.  Quinn,  III, 
M.D. 

The  following  is  a brief  summary 
of  the  activities  of  reference  com- 
mittee E:  Science  and  technology. 
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The  following  reports  and/or 
resolutions  were  recom- 
mended for  adoption  and  ac- 
cepted for  the  consent  calen- 
dar. 

Council  on  Scientific  Affairs  Re- 
port #3  - Combating  Antibiotic 
Resistance  Via  Physician  Action 
and  Education:  AMA  Activities. 
This  is  a summary  report  of  our 
AMA’s  past  current  actions  re- 
garding antibiotic  resistance. 
Although  it  was  noted  that  there 
was  no  simple  single  solution  to 
deal  with  antibiotic  resistance, 
several  recommendations  were 
made  including;  a recommenda- 
tion that  our  AMA  encourage  the 
federal  government,  the  World 
Health  Organization,  the  World 
Medical  Association,  and  the  In- 
ternational Federation  of  Phar- 
macist, to  promote  more  effec- 
tive education  concerning  the  ap- 
propriate use  of  antibiotics,  and 
our  AMA  encourage  physicians 
to  educate  their  patients  regard- 
ing antimicrobial  resistance.  Our 
AMA  would  continue  to  educate 
physicians  and  physicians  in 
training  with  the  use  of  antibi- 
otic resistance  management  pro- 
grams. 

Council  on  Scientific  Affairs  Re- 
port 4 - Use  of  Wireless  Radio- 
frequency  Devices  in  Hospitals. 
This  report  reviewed  the  poten- 
tial risks  of  electromagnetic  in- 
terference (EMI)  with  medical 
devices  caused  by  the  use  of  wire- 
less radio  frequency  devices  such 
as  cellular  telephones,  two-way 
radios,  and  pagers.  The  wide 
variety  of  RF  devices  used  in  and 
around  hospitals  was  noted  to 
cause  difficulty  in  predicting  in- 
terference patterns  and  charac- 
teristics. It  was  noted  that  newer 
medical  devices  are  manufac- 
tured to  enhance  their  resistance 
to  or  compatibility  with  electro- 
magnetic radiation.  It  was  re- 
ported that  the  FDA  has  formed 
an  electromagnetic  and  compat- 


ibility work  group.  Standards  of 
electromagnetic  immunity  and 
admissions  are  detailed  in  the 
International  Electro-Technical 
Commission  (lEC).  In  1998,  the 
FDA  recognized  this  standard  as 
a reasonable  guide  for  manufac- 
turers. Your  report  recommended 
that  our  American  Medical  Asso- 
ciation encourage  collaborative 
efforts  on  international/national 
and  local  levels  with  all  those 
concerned  with  electromagnetic 
incompatibility. 

Council  on  Scientific  Affairs 
Report  7-Decade  of  the  Brain. 
This  was  a review  of  the  high- 
lights of  significant  findings  in 
basic  neuroscience  research  and 
advances  in  the  clinical  practice 
emanating  from  the  “Decade  of 
the  Brain”  initiative.  Authors  of 
the  report  have  agreed  to  add  to 
the  report  data  on  how  advances 
in  child  psychiatry  have  deter- 
mined that  early  stress  impacts 
brain  development,  and  other 
scientific  data  which  were  not 
submitted  in  time  for  the  report. 
The  Council  on  Scientific  Affairs 
emphasized  that  report  #7  was 
written  as  a summary  document 
and  IS  not  designed  to  be  updated 
on  a regular  basis. 

Resolution  #5 15  - Physician-sci- 
entist. Ask  that  our  AMA  sup- 
port a comprehensive  strategy  to 
increase  the  number  of  physician- 
scientists. 

Resolution  #518  - Genetic  Modi- 
fication of  Food  Products/Con- 
sumers Right  to  Know.  Asks 
that  our  AMA  review  and  report 
back  on  labeling  issues  associ- 
ated with  genetically  modified 
food  products.  It  was  noted  that 
there  has  not  been  manipulation 
of  animal  genes  into  plants,  a 
practice  which  could  be  of  concern 
to  certain  religious  groups. 


Resolution  #521-  Study  on  the 
Possible  Use  of  Pneumococcal 
Vaccine  for  Chronic  Smokers. 
Asks  that  our  AMA  recommend  a 
study  of  the  possible  use  of  poly- 
valent pneumococcal  vaccine  for 
chronic  smokers  in  that  they  are 
a high-risk  population.  The  ref- 
erence committee  noted  that  the 
current  advisory  committee  on 
immunization  practices  (ACIP) 
policy  on  pneumococcal  vaccine 
recommends  that  those  at  high- 
risk  for  invasive  pneumococcal 
disease  be  identified  and  vacci- 
nated with  the  polyvalent  pneu- 
mococcal vaccine. 

Resolution  #528  - Protection  of 
Human  Subjects  in  Research. 
Recommended  that  our  AMA 
have  a comprehensive  policy  to 
protect  human  subjects  in  re- 
search. 

Resolution  #529  - Imprinting  of 
Medication.  Asked  our  AMA  to 
join  with  other  interested  organi- 
zations who  have  encouraged  the 
Food  and  Drug  Administration 
to  reconsider  its  current  policy 
allowing  characters  or  symbols, 
which  are  other  than  alphanu- 
meric, to  be  used  in  the  imprint 
coding  on  solid  medication  forms. 
Alphanumeric  medications  could 
be  “coded”  using  telephonic  sys- 
tems and  computer  software.  This 
would  be  particularly  useful  to 
poison  control  centers. 

The  following  reports  were 
recommended  for  adoption  as 
amended  or  substituted. 

Council  on  Scientific  Affairs  Re- 
port 2 - Use  of  Antimicrobials  in 
Consumer  Products.  This  report 
recommended  that  our  American 
Medical  Association  encourage 
the  Food  and  Drug  Administra- 
tion to  expedite  their  regulation 
of  the  use  of  antimicrobials  in 
consumer  products.  It  also  rec- 
ommended that  our  AMA  moni- 
tor the  progress  of  current  FDA 
evaluation  of  the  safety  and  ef- 
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fectiveness  of  antibiotics  for  con- 
sumer use  in  over-the-counter 
hand  and  body  washes. 

Council  on  Scientific  Affairs  Re- 
port 6 - The  Physicians  Role  in 
Organ  Donation.  This  was  con- 
troversial. Many  physicians 
voiced  concern  that  they,  as  the 
attending  physician,  were  left 
“out  of  the  loop”  prior  to  and  dur- 
ing organ  procurement. 

Council  of  Scientific  Affairs  Re- 
port 8 - Drug  Interactions  Be- 
tween Oral  Contraceptives  and 
Antibiotics.  Emphasized  the  pos- 
sibility of  failure  of  oral  contra- 
ceptive medications  in  women 
using  oral  contraceptives  and 
Rifampin. 

Council  of  Scientific  Affairs  Re- 
port 9 - Screening  and  Early  De- 
tection of  Prostate  Cancer  and 
Resolution  #517  - Early  Detec- 
tion of  Prostate  Cancer.  Noted 
that  men  most  likely  benefit  from 
tests  for  early  detection  of  pros- 
tate cancer  were  those  that  have 
a life  expectancy  of  at  least  ten 
years  and  are  fifty  years  of  age  or 
older.  Additionally,  men  forty 
years  of  age  or  older  with  an  af- 
fected first  degree  relative  or  men 
forty  years  of  age  or  older  of  Afri- 
can descent  would  fit  in  the  higher 
risk  group. 

Resolution  #501  - Pharmaceuti- 
cal Intervention  in  Physician’s 
Practices.  Resolved  that  when 
pharmacists,  insurance  compa- 
nies, or  pharmaceutical  benefit 
managementcompanies  commu- 
nicate directly  with  the  physi- 
cians or  patients  regarding  pre- 
scriptions, the  reason  for  their 
intervention  should  be  clearly 
identified  as  either  being  educa- 
tional or  economic  in  nature.  It 
was  felt  that  what  is  presented 
as  an  educational  message  was 
often  in  reality  a message  that 
was  cost  driven  and/or  based  on 
dated  information. 


Resolution  #502  - Funding  of  Ar- 
thritis and  Rheumatic  and  Mus- 
culoskeletal Disease  Research. 
This  asked  our  AMA  to  encour- 
age the  National  Institutes  of 
Health  to  include  arthritis  and 
rheumatic  and  musculoskeletal 
diseases  in  an  integrated  review 
group  that  reviews  relevant 
grants.  The  primary  concern 
was  that  grants  under  review  re- 
quired the  evaluation  of  persons 
with  appropriate  specialty 
knowledge. 

Resolution  #503  - Funding  of 
Translational  Research.  Re- 
solved that  our  AMA  reaffirm  its 
long-standing  support  for  ample 
federal  funding  of  medical  re- 
search and  encourage  the  Na- 
tional Institutes  of  Health  and 
the  Agency  for  Health  Care  Re- 
search and  Quality  and  others  to 
develop  a mechanism  for  contin- 
ued funding  of  translational  re- 
search. 

Resolution#505  - Adoption  of  the 
National  Institutes  of  Health’s 
National  Center  for  Complimen- 
tary and  Alternative  Medicines’ 
Classification  of  Alternative 
Medicine  Practices.  Our  Ameri- 
can Medical  Association  wishes 
to  utilize  the  National  Institutes 
of  Health’s  system  of  classifica- 
tion in  order  to  promote  future 
discussion  and  research  about 
the  ethics,  safety,  and  use  of  al- 
ternative medicine. 

Resolution  #506  - Policy  State- 
ment on  Sexual  Orientation  Re- 
parative (Conversion)  Therapy. 
Resolved  that  our  American  Medi- 
cal Association  oppose  use  of  “re- 
parative or  conversion”  therapy. 

Resolution  #508  - Drug-Specific 
Label  Coloring.  It  was  resolved 
that  our  American  Medical  Asso- 
ciation urge  the  National  Patient 
Safety  Foundation  to  work  with 
other  medical  organizations  and 
pharmaceutical  organizations  to 


develop  a consistent  nationwide 
policy  on  drug-specific  size, 
shape,  and  label  color  for  inject- 
able drug  containers.  This  is  ex- 
pected to  reduce  errors  just  as 
color  coding  of  oxygen  and  nitro- 
gen tanks  have  in  years  past. 

Resolution#509  - Who  Is  To  Fund 
Clinical  Trials.  It  was  resolved 
to  have  our  AMA  study  the  prob- 
lem of  funding  of  clinical  trials. 

Resolution  #510  - Gene  patents 
and  Resolution  #511  - Patent 
Moratorium  It  was  resolved  that 
our  AMA  exam  the  issues  sur- 
rounding gene  patenting  and  re- 
port to  the  house  of  delegates  at 
the  2000  interim  meeting.  It  was 
noted,  at  the  College  of  American 
Pathologists,  that  the  existence 
of  a gene  should  not  be  patented, 
but  only  the  process  of  finding  the 
gene  or  finding  a use  for  the  gene 
should  be  patentable. 

Resolution  #512  - The  Autopsy 
as  the  Practice  of  Medicine.  It  is 
noted  that  it  is  the  policy  of  our 
American  Medical  Association 
that  the  performance  of  autopsy 
constitutes  the  practice  of  medi- 
cine. Additionally,  our  AMA  will 
continue  to  implement  all  of  the 
recommendations  regarding  the 
effects  of  decreased  utilization 
on  medical  education  and  re- 
search, quality  assurance  pro- 
grams, and  initiated  program  for 
appropriate  reimbursement  of 
autopsies  including  efforts  hav- 
ing the  autopsy  take  its  rightful 
place  as  a Medicare  Part  B reim- 
bursable physicians  service. 

Resolution  #513  - Opposition  to 
Mandatory  Pill  Splitting  Policies 
and  Resolution  #516  - Opposi- 
tion to  Mandatory  Pill  Splitting. 
Our  AMA  opposed  third  party 
polices  that  mandate  use  of  pill 
splitting  or  pill  breaking  without 
proper  input  from  the  pharma- 
ceutical manufacturers  and  prac- 
ticing physicians. 
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Resolution  #119-  FDA  Intrusion 
Into  The  Practice  of  Medicine.  It 
was  resolved  that  our  AMA  com- 
municate to  the  Food  and  Drug 
Administration  the  principal 
that  the  agency  not  exceed  its 
authority  in  the  regulation  of 
medical  devices.  The  debate  in 
the  resolution  centered  about 
FDA  approved  language  regard- 
ing Silicon  breast  implant  indi- 
cations and  contraindications  for 
breast  implantation. 

Resolution  #524  - Coordination 
of  Pharmacy  Benefit  Into  Exist- 
ing Health  Plans.  Our  AMA  reaf- 
firmed its  opposition  to  thera- 
peutic substitution  and  discour- 
aged switching  to  therapeutic 
alternates  in  patients  with 
chronic  diseases  who  are  stabi- 
lized on  a drug  therapy  regimen. 

Resolution  #527  - Pharmaceuti- 
cal Expiration  Dates.  Ask  that 
our  AMA  urge  the  F ood  and  Drug 
Administration,  The  United 
States  Pharmacopeia,  and  the 
pharmaceutical  industry  to 
evaluate  the  issue  of  drug  expira- 
tion dates  and  the  clinical  conse- 
quences of  setting  such  dates  and 
the  fiscal  impact  and  ask  the 
Council  on  Scientific  Affairs  to 
monitor  this  activity  and  report 
to  the  House  of  Delegates. 

Resolution  #514  - Aestheticians 
Ethical  Business  Practice.  This 
resolution  asked  our  AMA  to 
monitor  the  advertising  of  physi- 
cians and  non-physicians  with 
regard  to  salons  and  spas  with 
reference  to  the  “deceptive  health 
care  advertising”  AMA  policy  (H- 
175.992)  and  to  report  violations 
when  appropriate.  Also,  this 
asked  our  AMA  to  educate  the 
public  that  the  treat  of  skin  dis- 
eases is  not  the  purview  of  a sa- 
lon. It  also  asks  our  AMA  to 
advocate  that  salons  or  spas  with- 
out physician  supervision  may 
not  advertise  that  they  treat  skin 
diseases. 


Resolution#525  - Reuse  of  “Single 
Use”  or  Discardable  Medical 
Products.  This  resolution  asks 
our  AMA  to  review  and  study  the 
practices  related  to  medical  prod- 
ucts designated  as  “for  single  use” 
with  emphasis  on  the  implica- 
tions of  recycling  these  products, 
especially  with  regard  to  patient’s 
safety. 

Resolution  #504  - Department  of 
Veterans  Affairs  Research  F und- 
ing. This  resolution  asks  our 
AMA  to  encourage  the  Depart- 
ment of  Veteran  Affairs  to  de- 
velop a system  of  accountability 
for  the  allocation  of  Veterans 
Equitable  Resource  Allocation 
(VERA)  funds,  encourage  direct 
allocation  of  these  funds  to  the 
facility  performing  the  research, 
and  to  inform  Congress  of  this 
need  and  encourage  Congress  to 
establish  appropriate  methods. 

Resolution  #520  - Require  Phar- 
macies to  Print  the  Expiration 
Dates  of  Medications  on  All  Pre- 
scription Labels.  The  House  re- 
affirmed the  AMA  policy  (H- 
115.983)  which  supports  the  la- 
beling and  enforcement  of  expi- 
ration dates  on  all  prescription 
labels. 

Resolution  #523  - Insurance  Com- 
panies, Pharmacies  and  Pharma- 
ceutical Benefits  Management 
Companies  (PBM’S)  Should  Not 
Require  a Diagnosis  in  Order  for 
the  Patient’s  Prescription  to  be 
filled.  This  resolution  concerns 
privacy  of  the  patient.  It  is  also 
noted  that  off-label  prescription 
IS  not  an  uncommon  event  and  is 
the  purview  of  the  physician. 

Resolution  #522  - Study  of  Vac- 
cine Pricing.  This  resolution  asks 
our  AMA  to  study  the  influence  of 
a very  high  price  in  determining 
the  indications  for  a new  vaccine. 
This  resolution  was  recom- 
mended to  not  be  adopted  in  that  ; 
the  CDC  stated  unequivocally  [ 


that  the  Advisory  Committee  on 
Immunization  Practices  (ACIP) 
recommendations  for  vaccines  are 
public  health  based  and  not  eco- 
nomically based. 

REFERENCE  COMMITTEE  F 
BOARD  OF  TRUSTEES 

Provided  by  the  AMA 

Non-physician  Member  on  AMA 
Board  of  Trustees.  Adopted 
amended  CLRPD  Report  1 out- 
lining recommendations  for  the 
creation  of  a public  member  on 
theBOT.  After  an  amendment  to 
the  AMA  Constitution  and  By- 
laws, a seven-member  commit- 
tee wil  nominate  a candidate  for 
election  by  the  HOD. 

Expanded  Medical  Student  Rep- 
resentation. Referred  CLRPD 
Report  4 and  Resolutions  607  and 
614  to  the  BOT  for  an  acceptable 
approach  to  expanding  medical 
student  representation  in  the 
HOD. 


REFERENCECOMMITTEE  G 
MEDICAL  PRACTICE 

Provided  by  the  AMA 

Reporting  Abnormal  Test  Re- 
sults. Adopted  CMS  Report  2, 
which  establishes  that  laborato- 
ries should  provide  a written  re- 
port of  all  critical  results  to  the 
physician  regardless  of  the  test 
or  tests  that  the  physician  re- 
quested. Furthermore,  a 
physician's  order  should  not  be 
required  for  written  release  of 
the  test  information. 

Class  Action  Lawsuits.  Adopted 
Resolution  704,  which  calls  for 
the  BOT  to  urget  the  AMA/State 
Medical  Society  Litigation  Cen- 
ter to  become  a resource  for  as- 
sisting state  and  local  medical 
societies  on  how  to  file  class  ac- 
tion law  suites  against  managed 
care  organizations. 
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REFERENCE  COMMITTEE  H 
HEALTH  CARE  DATA/SYSTEMS 

Submitted  by  Stephen  R.  Permut, 
M.D. 

Reference  Committee  H again 
considered  issues  regarding 
healthcare  data  and  coding.  The 
highlights  of  this  committee’s 
policies  were  as  follows; 

1.  The  element  of  time  spent  in 
the  care  of  a patient  should 
be  considered  as  an  element 
in  determining  reimburse- 
ment but  as  not  the  exclusive 
element. 

2.  The  AMA  will  develop  codes 
and  mechanisms  of  reim- 
bursement for  the  care  of 
patients  conducted  via  elec- 
tronic means  (telephone,  e- 
mail,  telemedicine,  etc.). 

3.  The  AMA  shall  oppose  the 
regulations  that  some  insur- 
ers have  requiring  that  cop- 
ies of  progress  notes  be  sent 
with  all  level  4 and  level  5 
claims. 

4.  An  excellent  set  of  guidelines 
were  developed  for  physicians 
who  use  e-mail  to  communi- 
cate with  their  patients. 


5.  The  E&M  Taskforce  (for 
which  I am  co-chair)  will  be 
continued  for  another  year. 

6.  A policy  encouraging  the  use 
of  standardized  terms  for 
hospital  paging  was  adopted. 

The  AMA  opposed  the  excessively 
restrictive  restraint  and  seclu- 
sion policies  developed  by  HCFA. 
The  AMA  will  develop  evidence- 
based  standards  for  the  use  of 
restraints  and  seclusion. 


COMMITTEE  HEARINGS  TO 
CONSTITUTION  AND  BYLAWS 

Provided  by  the  AMA 

Compensation  of  General  Offic- 
ers: Option  B of  teh  Committee  of 
the  House  on  Compensation  of 
General  Officers,  authorizing  the 
committee  to  make  recommen- 
dations on  compensation  for  ap- 
proval by  the  HOD. 

DNA  Evidence  and  Executions: 
Adopted  Substitute  Resolution 
4,  recommending  the  AMA  sup- 
port the  availability  and  use  of 
all  appropriate  medical  forensic 
techniques  in  the  criminal  jus- 
tice system. 


ON  THE  COVER 

Monet  to  Miro:  Masterworks  of  Eu- 
ropean Modernism,  a select  group 
of  six  paintings  by  six  of  the  world’s 
most  renowned  artists,  will  be  on 
view  at  the  Delaware  Art  Museum 
through  November  1,  2000.  These 
works  represent  various  ap- 
proaches to  the  observation  and 
interpretation  of  nature  that  contrib- 
uted to  the  evolution  of  modern  art. 
Each  work,  painted  by  a master  of 
late  19th  and  early  20th  century  art, 
presents  a vision  of  the  world  ren- 
dered through  a distinctive  personal 
expression  and  style.  The  various 
styles  of  painting  on  view  can  gen- 
erally be  identified  as  Realism,  Im- 
pressionism and  Surrealism.  The 
paintings,  on  loan  from  a private 
collection,  offer  a unique  glimpse 
into  the  creative  virtuosity  of  each 
artist. 

The  painting  Dancer  Taking  a 
Bow  (The  Prima  Ballerina),  c.1877, 
by  Edgar  Degas  (1834-1917),  is  an 
exquisitely  beautiful  and  startling 
work  that  illuminates  the  ballerina’s 
face  with  theatrical  brilliance.  The 
Casino  at  Monte  Carlo,  1890,  by 
Jean  Beraud  (1849-1935),  painted 
with  dramatic  light  effects,  captures 
the  anticipation  and  excitement  of 
high-stakes  betting  at  a gaming  table 
in  Monte  Carlo.  The  Impressionistic 
paintings  Hermitage  Garden,  Maison 
Rouge,  1877,  by  Camille  Pissarro 
(1830-1903)  and  Young  Women  at 
Water’s  Edge,  1885,  by  Pierre- 
Auguste  Renoir  (1841-1919),  cap- 
ture the  quieter  aspects  of  the  lei- 
surely activities  of  French  middle- 
class  life  of  that  era. 

The  splendors  of  nature  are  re- 
vealed by  Claude  Monet  (1840- 
1 926)  in  his  painting  Water-Lily  Pond 
with  Bridge,  1905,  of  the  Japanese 
footbridge  and  lily  pond  at  his  gar- 
den at  Giverny.  While  Monet  records 
the  external  beauty  of  nature,  the 
Spanish  artist  Joan  Miro  (1 893-1 983) 
presents  an  internal  perception  of 
the  world  on  a surreal  plane  that 
suggests  origination  in  a dream. 
Miro’s  painting.  Dialogue  of  Insects, 
1924-25,  is  a work  filled  with  humor 
and  fantasy. 

Call  302-571-9590  for  more  in- 
formation. 
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Q:  What  loses  value  faster  than  a car? 


A:  A medical  computer  system. 


BLUE  OX 

MEDICAL 

NETWORK 


CERNER 

SYSTEMS 


Frustrated  by  lost  phone  messages  and  lab  slips?  Charts  disappearing  from  your  desk?  Let  us 
help  you  eliminate  those  problems  and  get  you  back  to  the  job  you  were  trained  to  do-  seeing  and 
treating  patients! 

The  First  State’s  first  integrated  Application  Service  Provider  (ASP)  is  on  the  horizon.  Look  to 
the  Blue  OX  Medical  Network  for  practical  solutions  to  your  practice  management  problems. 
The  Blue  OX  will  provide  you  with  secure  access  to  your  electronic  medical  records  while 
permitting  you  fast,  accessible  interfaces  with  hospitals,  clinical  laboratories  and  imaging  centers 
for  direct  downloads  of  critical  documentation  and  diagnostic  information.  Couple  this  with 
easy-to-leam,  easy-to-use  registration/scheduling,  billing  and  practice  management  software,  and 
you’ve  got  practical,  accessible,  state-of-the-art  solutions  to  the  critical  problems  of  running  a 
medical  practice! 

Your  access  to  a functional  practice  management  system  will  be  available  in  less  than  3 months. 
Please  visit  our  website  at  www.blueoxmedical.com  for  additional  information,  or  call  us  at 
(302)  778-BLUE  (2583).  We  look  forward  to  your  call! 


Papastavros’  Associates  Medical  Imaging, LLC 
Committed...  To  you  and  your  patients! 


T> 

maintaining  a leadership  role  in  the  deliv- 
ery of  high-quality  healthcare,  Papastavros’ 
Associates  Medical  Imaging, LLC 
provides  a full  spectrum  of  quality,  state-of- 
the-art  diagnostic  imaging  services  in  a caring 
and  comfortable  environment. 


Imaging  services  provided  include: 


• X-Ray 

• M R I scanning 
/Open  Scanning 

• Ultrasound, 
including  Cardiac 

• Spiral  C.T.  Scan 

• Mammography/ 
Core  Biopsy 


• Dual  Energy  Bone 
Densitometery 

Nuclear  Medicine 

• Spect  Thallium/ 
Cardiolite 

• Scintmammography 


Our  Women’s  Centers  are  designed  to  address 

the  health  care  needs  of  all  women: 

• Mammography  services  provided  by  a staff  of 
highly  trained  technicians  and  dedicated 
professionals. 

• OB  and  breast  sonography,  echocardiography, 
cardiac  stress  and  doppler  scans. 

• Stereotactic  breast  biopsy,  the  latest 
technological  advance  in  breast  cancer  detection. 

• Dual  Energy  Bone  Densitometry  to  detect  and 
monitor  osteoporosis  comfortably,  quickly, 
safely  and  precisely 


Papastavros’ 

Associates 

MED.ICAL 


WeVe  there  where  you  need  us! 


are  pleased  to  welcome  new 
facihties  in  Milford,  Lewes  and 
Glasgow.  Full  service  imaging  includ- 
ing a technically  advanced  “Open” 

MRI  for  claustrophobic,  pediatric,  and 
handicapped  patients  is  now  available 
at  our  office  in  the  Glasgow 
Medical  Center. 

• Wilmington 
1701  Augustine  Cut-Off 
Suite,  100,  Bldg.  IV 
Wilmington,  DE  19803 
(302)  652-3016 

• Glasgow 

2600  Summit  Bridge  Road, 

Suite  122 

Glasgow,  DE  19702 
(302)  832-5590 

• Newark 

40  Polly  Drummond  Hill  Road, 
Suite  100,  Bldg.4, 

Newark,  DE  19711 
(302)  737-5990 

• Healthcare  Center  at  Christiana, 
200  Hygeia  Drive, 

Newark,  DE  19702 
(302)  421-2121 


Other  Convenient  Locations: 

1508  Pennsylvania  Avenue  (302)  655-4042 
2700  Silverside  Road  (302)  478-1100 
1805  Foulk  Road  Suite  1 (302)  475-8036 
420  Christiana  Medical  Center  (302)  368-3959 
1320  Philadelphia  Pike  (302)  792-2529 


1941  Limestone  Road  (302)  633-9873 

702  Delaware  Street,  New  Castle  (302)  328-1502 

Omega  Professional  Center  (302)  738-5500 

5317  Limestone  Road  (302)  239-9415 

550  Stanton-Christiana  Road  (302)  633-9910 


314  E.  Main  St.,  Newark,  (302)  455-0775 
111  Railroad  Ave.  Elkton,  MD  (410)  392-6155 
556  S.  DuPont  Hwy,  Milford,  (302)  424-4163 
1539  Savannah  Rd.,  Lewes  (302)  655-2590 


Health  Sciences  & Human  Services  Library 
Acquisitions/Serials  Dept. 

601  West  Lombard  Street 
Baltimore,  MD  21201 


DELAWARE 


OFFICIAL  PUBLICATION  OF  THE  MEDICAL  SOCIETY  OF  DELAWARE 


Improving  Influenza 
Immunizations  Among 
the  Elderly 


Spinal  Epidural 
Abscesses 


Proposed  Health  Care 
Changes:  Bush  vs.  Gore 


Understanding 
Domestic  Violence 


Meeting  Your  Medical  Imaging  Needs 


Limestone  Medical  Center 

1941  Limestone  Road,  Suite  214 
Wilmington,  DE  19808 

Telephone;  (302)  892-6200 

Fax:  (302)  892-6206 

Internet:  www.limestonemed.com 


David  S.  Grubbs,  M.D.,  FACC,  FACP 
Medical  Director 

Frank  DiGregorio,  CNMT,  RDMS 
Director  of  Diagnostic  Imaging 


Community  Imaging  Center  Offers: 


Therapy 

M31  Thyroid  Ablation 

Cardiology 

Cardiovascular  Stress  Test 
2-D  Echocardiogram 
ECG 

Holter  Monitor 
Loop  Monitor 
Signal  Averaged  ECG 

Ultrasound 

Abdominal 

Breast 

Extremity 

Obstetrical 


Pelvic 

Retroperitoneal 

Testicular 

Thyroid 

Transvaginal 

Vascular  Ultrasound 

Arterial  Duplex  Scan 
Carotid  Duplex 
Venous  Duplex  Scan 

Nuclear  Medicine 

Abcess  Localization 
Brain  Scan 
Bone  Scan 

Breast  Imaging  (Miriluma) 

First  Pass 

Gastric  Emptying  Scan 


Gastrointestinal  (GI)  Bleed  Scan 
Gated  Blood  Pool  (MLIGA)  Scan 
Hepatobilary  (HID A)  Scan 
Liver  and  Spleen  Scan 
Lung  Scan 
Meckel’s  Scan 

SPECT  Myocardial  Perfusion  Scan 
(Cardiolite  or  Thallium) 
Parathyroid  Scan 
Renal  Scan 
Testicular  Scan 

Thyroid  Carcinoma  Metastases 
Imaging 
Thyroid  Scan 
Tumor  Localization 

Offering  imaging  with: 

Cardiolite  iMPSsmmr 


Prompt,  courteous  service  • Test  results  available  in  24  hours  or  less  • All  positive  tests  called  and  faxed 


Other  Services  Available  At: 


Limestone 
Medical  Center 


1941  Limestone  Road 
Wilmington,  DE  19808 
(302)  992-0500 

• Medical  Aid  Unit 

• Laboratory 

• X-Ray 

• Ambulatory  Surgery 

Community  Imaging  Center 
(302)  892-6200 

• Nuclear  Medicine 

• Ultrasound 

• Cardiology 

• Therapy 


Mill  Creek 
Medical  Center 


4512  Kirkwood  Highway 
Wilmington,  DE  19808 
(302)  683-0123 

• Laboratory 

• X-Ray 


LabCorp — Charting  New  Frontiers 
in  Research  and  Technoiogy 


As  one  of  the  largest  independent  clinical  laboratories 
in  the  United  States,  LabCorp,  based  in  Burlington, 
North  Carolina,  is  a silent,  but  full,  partner  in  the 
physician/patient  relationship,  and  the  laboratory  of 
choice  for  occupational  testing.  By  getting  physicians. 


hospitals,  and  employers 
the  accurate,  reliable  data 
they  need  in  a timely 
fashion  and  by  pioneering 
new,  cutting-edge  testing 
procedures,  LabCorp  plays 
a critical  role  in  the 
processes  of  patient 
diagnosis,  treatment,  and 
monitoring,  and 
employment  testing. 


LabCorp  is  the  only  commercial  lab  to 
offer  the  VircoGEN  genotypic  assay  for 
enhanced  detection  of  HIV  mutations, 
enabling  speedy  diagnoses  as  well  as  the 
ability  to  predict  the  drug  resistances  of 
an  individual’s  particular  HIV  strain. 


Delaware  Laboratory 
212  Cherry  Lane 
New  Castle,  DE  19720 
302-655-5227 


I LabCorp 

Laboratory  Corporation  of  America  " 


Susan  M.  Donnelly,  M.D. 
JoanT.  Mobley.  M.D. 
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The  Delaware  Medical  Journal  (DMJ)  is  owned  and  published 
by  the  Medical  Society  of  Delaware  as  a medium  of 
communication,  education  and  expression  for  its  members, 
and  also  for  others  striving  for  excellence  in  medical  practice. 
Articles  in  the  DMJ  are  intended  to  be  scientific  and 
educational  and  are  not  intended  to  reflect  standards  of 
medical  care.  All  material  published  is  under  copyright.  On 
receipt  of  material  submitted  for  publication,  a suitable 
release  form  will  be  sent  for  signature  by  all  authors. 

Scientific  articles  on  medical  matters  are  especially 
welcomed,  including  case  reports,  clinical  experiences, 
observations  and  information  on  matters  relevant  to 
medical  practice.  Other  material  may  also  be  accepted  if  the 
editorial  staff  deems  it  of  interest  to  DMJ  readers.  All 
submissions  should  include  a brief  summary  and  a brief  (one 
to  two  sentence)  biographical  sketch  of  all  authors. 

It  is  highly  recommended  that  authors  familiarize 
themselves  with  DMJ  style  before  submitting  manuscripts 
for  consideration. 

All  material  for  publication  should  be  submitted  on  a 3 1/2" 
computer  diskette  in  Word  6.0.  A printout  of  the  manuscript 
must  accompany  the  disk.  Manuscripts  may  also  be 
submitted  in  paper  form  (typed  or  printed  out  on  good- 
quality  paper  - one  side  only,  one-inch  margins),  though 
computer  disk  is  preferable.  The  ideal  manuscript  length  is 
two  to  12  pages  with  up  to  12  references,  each  keyed  with 
superscripts  in  the  text  in  the  order  cited.  The  format  should 
follow  that  used  in  the  Index  Medicus.  Authors  are 
responsible  for  the  accuracy  of  the  citations. 

Graphs,  charts  and  black-and-white  glossy  photographs  are 
accepted  if  important  to  the  understanding  of  the  text,  but 
should  not  exceed  four  or  five  pieces.  Each  should  have  a label 
affixed  on  its  back  indicating  its  name,  number,  and  “top.”  A 
separate  legend  should  be  provided  for  each.  Do  not  write  on 
the  back,  or  scratch  or  mar  them  using  paper  clips.  Do  not 
mount  them  on  cardboard. 

Photos  of  patients  should  generally  be  taken  in  a way  that 
obscures  the  patient’s  identity.  Photos  in  which  a patient’s 
face  must  be  clearly  seen,  however,  must  be  accompanied  by 
signed  release  forms. 

All  manuscripts  are  reviewed  by  the  editor  and  all  scientific 
articles  are  then  sent  for  peer  review  by  members  of  the 
Editorial  Board  and/or  other  appropriate  physicians.  The 
usual  processing  time  to  publication  is  two  to  four  months, 
though  in  some  circumstances  this  may  be  longer  or  shorter. 
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Your  Protection  Is  Our  Profession 
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302.658.8000 


London,  England 
171 .962.2003 
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Malpractice^^: 


We  know  all  about  protecting 
the  things  you  value.  And  one 
of  your  most  valuable  assets  is 
your  ability  to  practice.  Medical 
liability  insurance  protects  your 
profession  and  your  livelihood. 

Since  1982,  your  MSDIS 
insurance  brokerage  has  provided 
you  with  competent  service  and 
quality  medical  malpractice  insur- 
ance. In  1994,  we  added  a very 
successful  health  insurance  product 
portfolio,  HEALTHSELECT. 

You  can  purchase  ALL  of  your 
insurance  from  one  source  to 
protect  all  the  things  you  value, 
both  your  business  as  well  as 
your  personal  assets.  Zutz,  the 
last  word  in  insurance. 


t y 


ww  w.zutz-pli  .com 


HEALTHSELECT 

Sponsored  insurance  administrators  for  for 
the  Medical  Society  of  Delaware  since  1995. 
Physicians  who  value  quality  value  Zutz. 


INSURANCE 


Advanced  CT  Imaging 
AT  Three  Locahons 

Brandywine  Imaging  Center, 

Omega  Imaging  Center,  Pike  Creek  Imaging  Center 


Diagnostic  Imaging  Associates,  P.A.  has  three  locations  in 
Northern  Delaware  providing  advanced  Computerized  Tomography  (CT)  imaging; 
Brandywine  Imaging  Center  in  North  Wilmington,  Pike  Creek  Imaging  Center 
in  the  Pike  Creek  area  and  Omega  Imaging  Associates  for  your  patients 
in  the  Newark  area.  DIA’s  high  resolution  scanners  are  capable  of 
dynamic  scanning  and  spatial  resolution  of  .5  millimeters.  Each  facility  has  a 
hoard  certified  radiologist  on  staff  with  special  fellowship  training  in  hody  CT.  For  your 
convenience,  patients  can  he  scheduled  same  day  with  wet  reading  faxed  immediately. 

❖ 

Diagnostic  Imaging  Associates  accepts  virtually  all  HMO,  PPO  and 
Fee  For  Service  health  insurance  plans  including; 

Principal,  US  Healthcare  and  all  Blue  Cross  Blue  Shield  programs 

❖ 

Our  full  range  of  out-patient  imaging  services  include: 

• High-Field  MRI  • New  spiral  CT  scanning  • Ultrasound  including  Color  Doppler 
• Fluoroscopy  • Mammography  • Nuclear  Medicine  and  General  X-ray 

For  information  and  the  office  nearest  you,  please  call  302-425-4DIA. 

“At  DIA  we  strive  to  be  the  best  not  the  biggest” 

Diagnostic  Imaging  Associates,  PA 

Brandywine  Imaging  Center  • 701  Foulk  Road  • Suite  E-1  • Wilmington  • 654-5300 
Omega  Imaging  Associates  • L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Magnetic  Resonance  Imaging  Center  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Nuclear  Diagnostic  Center  • K-15  Omega  Professional  Center  • Newark  • 368-8150 
Pike  Creek  Imaging  Center  • 3105  Limestone  Road  • Suite  106  • Wilmington  • 995-2037 
Wilmington  Magnetic  Resonance  Imaging  Center  • 1020  Union  Street  • Wilmington  • 427-9855 
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Dealing  With  Insurance  Industry 
Hassle  Factors 


Michael  A.  Alexander,  M.D. 


Recently,  there  was  a story  about  a physician 
in  Massachusetts  who,  over  two  days,  left  12 
threatening  messages  on  the  Blue  Cross  and 
Blue  Shield  of  Massachusetts’  answering 
machine.  His  last  call  threatened  to  bring 
someone  to  help  him  beat  them  up.  The  day 
after  his  “last”  call,  a representative  from  the 
state  medical  board  and  the  police  visited 
him.  He  was  informed  that  his  license  was 
suspended  and  that  he  may  well  lose  it. 

“When  you  throw  your  weight  around,  be  ready  to  have  it 
thrown  around  by  somebody  else,”  - Texas  Bix  Bender. 

There  is  no  doubt  that  the  hassle  factors 
brought  about  by  the  insurance  industry  take 


Michael  A.  Alexander,  M.D.,  practices  pediatric  physical  medi- 
cine and  rehabilitation  at  A. I . du  Pont  Hospital  for  Children  in 
Wilmington,  Delaware.  He  is  the  president  of  the  Medical  Soci- 
ety of  Delaware. 


their  toll  on  all  of  us,  but  acting  out  isn’t  going 
to  help. 

The  Medical  Society  has  been  hard  at 
work  on  a more  satisfactory  approach.  On 
two  occasions.  Health  Summits,  we  have  met 
with  representatives  from  the  insurance 
companies  and  hospitals  to  discuss  our  con- 
cerns and  to  offer  some  solutions  to  decrease 
hassles.  The  most  recent  of  these  Summits 
was  the  29‘^  of  September. 

Perhaps  because  we  are  a small  state,  we 
were  not  only  able  to  get  all  the  players 
around  the  table  but  some  real  commitments 
to  working  together  as  well.  The  fact  that  we 
already  know  each  other  both  professionally, 
and  in  many  cases  personally,  has  led  us  to 
look  for  common  ground.  To  begin  with,  we 
agree  that  we  need  to  get  doctors  web  en- 
abled, decrease  hassles  for  licensure  and 
credentialing,  and  look  towards  some  unifor- 
mity in  patient  care  standards. 


Del  Med  Jrl,  October  2000,  Vol  72  No  10 


421 


President's  Page 


These  meetings  have  brought  about  real  con- 
sensus and  desires  on  the  part  of  all  attending 
to  see  what  can  be  done  to  make  our  jobs 
easier  and  to  do  what  is  right  for  the  patients 
and  the  purchasers  of  insurance. 

Seven  guiding  principles  were  adopted:^ 

1.  The  care  of  individuals  is  at  the  center  of 
a patient  and  family  focused  quality  health 
care  delivery  system. 

2.  The  responsibilities  of  the  health  care 
delivery  system  include  the  prevention  of 
illness  and  the  alleviation  of  disability. 

3.  Patients/individuals  are  responsible  for 
maintaining  or  improving  their  health  by 
following  a healthy  life  style. 

4.  Care  of  individuals  must  be  viewed  and 
practiced  within  the  context  of  continuing 
work  to  generate  the  greatest  possible 
health  gains  for  groups  and  populations. 

5.  Cooperation  among  Summit  participants 
and  those  served  is  imperative  for  those 
working  within  the  health  care  delivery 
system. 

6.  All  individuals  and  groups  involved  in 
health  care,  whether  they  provide  access 
or  services,  have  the  continuing  responsi- 
bility to  improve  quality. 

7.  Patient  or  responsible  individuals  must 
be  accountable  for  understanding  their 
coverage,  participating  in  making  in- 


formed medical  choices  and  following 
courses  of  treatment. 

The  hospitals,  insurance  companies,  physi- 
cians and  patients  all  have  their  unique  roles 
to  play.  There  will  be  friction  and  disagree- 
ment, but  the  hassles  are  manageable  if  we 
have  common  goals  and  can  at  least  under- 
stand each  other’s  point  of  view. 

“Only  a buzzard  feeds  on  his  friends,”  - Texas  Bix 
Bender. 

Now  that  the  players  all  know  each  other,  I 
assure  you  these  meetings  feel  much  better 
than  yelling  into  an  answering  machine,  and 
the  consequences  will  be  easier  to  live  with. 

Michael  A.  Alexander,  M.D. 

President 
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SCIENTIFIC  ARTICLE 


The  Impact  of  a Computerized  Physician  Reminder 
and  a Mailed  Patient  Reminder  on  Infiuenza 
immunizations  for  Older  Patients 


James  M.  Gill,  M.D.,  M.P.H.  ' 


ABSTRACT 

Purpose:  To  examine  the  impact  of  a comput- 
erized physician  reminder  in  combination  with 
a mailed  patient  reminder  on  the  rate  of 
influenza  immunizations  for  older  adults  in  a 
large  family  medicine  office  in  Delaware. 

Methods:  In  July  of  1998,  the  Christiana  Care 
Foulk  Road  Family  Medicine  Center  (FMC) 
implemented  an  electronic  patient  record 
which  included  automated  physician  remind- 
ers for  when  influenza  immunizations  and 
other  preventive  interventions  were  due.  In 
addition,  FMC  patients  ages  65  years  and 
older  were  sent  a mailing  urging  them  to 


1 . Dr.  Gill  is  Director  of  the  Health  Services  Research  Department  of 
Family  and  Community  Medicine  at  Chnstiana  Care  Health 
Services  in  Wilmington,  Delaware. 

2.  Dr.  Saldarriaga  is  a member  of  the  staff atthe  Department  of  Family 
and  Community  Medicine,  Christiana  Care  Health  Services  in 
Wilmington,  Delaware. 


Angela  M.  Saldarriaga,  M.D.^ 


receive  an  influenza  immunization  in  1998. 
Medical  records  were  reviewed  for  active 
FMC  patients  ages  65  and  older.  Rates  of 
receipt  of  influenza  immunization  were  com- 
pared for  the  year  before  (1997)  and  after 
(1998)  these  two  interventions  were  imple- 
mented. A secondary  analysis  compared  in- 
fluenza immunization  rates  for  three  differ- 
ent age  groups  (65-74  years,  75-85  years,  over 
85  years). 

Results:  For  the  344  patients  in  the  main  study 
population,  influenza  immunization  rates  in- 
creased from  50.4  percent  in  1997  to  61.6 
percent  in  1998  (p<0.001).  Immunization 
rates  were  lowest  for  persons  over  age  85 
years,  and  rates  increased  significantly  in  the 
two  younger  groups  but  not  in  those  over  age 
85  years. 

Conclusions:  This  study  indicates  that  the  use 
of  a computerized  physician  reminder  and  a 
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mailed  patient  reminder  had  a positive  im- 
pact on  influenza  immunizations  for  older 
adults  in  a large  family  practice  office.  This 
combination  strategy  resulted  in  immuniza- 
tion rates  that  exceed  published  national 
goals,  although  there  is  still  room  for  im- 
provement, particularly  for  the  oldest  age 
group.  These  results  support  the  notion  that 
electronic  patient  records  (EPRs)  and  other 
computerized  reminder  systems  can  signifi- 
cantly improve  quality  of  care  in  office  based 
settings. 

INTRODUCTION 

Influenza  is  a common  and  highly  contagious 
acute  respiratory  infection.  The  disease  is 
self-limited  in  most  healthy  individuals.  How- 
ever, influenza  can  sometimes  result  in  seri- 
ous complications  or  even  death,  particularly 
in  the  elderly  and  persons  with  chronic  dis- 
eases.^ There  are  more  than  20,000  deaths 
per  typical  epidemic,  and  90  percent  of  these 
are  in  persons  65  years  or  older. ^ 

Annual  immunizations  against  influenza 
are  50  to  60  percent  effective  in  preventing 
hospitalizations  and  pneumonia  and  80  per- 
cent effective  in  preventing  death. ^ There- 
fore it  is  recommended  that  all  persons  over 
age  65  receive  an  annual  influenza  immuniza- 
tion.^’^ In  the  United  States,  influenza  immu- 
nization levels  among  persons  aged  65  or 
older  have  increased  in  the  last  decade,  but 
have  still  not  reached  target  levels  as  defined 
by  the  Centers  for  Disease  Control.® 

Many  strategies  have  been  used  to  im- 
prove influenza  immunization  rates  among 
older  persons.  Some  successful  strategies 
have  targeted  physicians  in  office  practice, 
such  as  flow-sheets  in  medical  charts'^  or 
computer-generated  physician  reminders.®’  ® 
Other  successful  strategies  have  targeted 
patients  directly,  such  as  mailed  reminders 
to  patients, patient-carried  reminder 
cards, and  recall  letters  or  telephone  calls. 

Studies  at  primary  care  offices  in  Dela- 
ware have  confirmed  these  findings  at  a local 
level.  At  the  Family  Medicine  Center  (FMC) 
of  Christiana  Care  Health  System,  increased 


influenza  immunization  rates  were  demon- 
strated with  both  a preventive  care  flow- 
sheet'^ and  with  a mailed  patient  reminder. 
However,  even  after  both  of  these  strategies, 
influenza  immunization  rates  among  older 
patients  were  still  below  optimal  levels. 

The  Electronic  Patient  Record  as  a Quality  Im- 
provement Tool:  In  July  of  1998,  the  FMC 
implemented  an  outpatient  electronic  pa- 
tient record  (EPR).  This  was  part  of  a larger 
effort  by  Christiana  Care  to  implement  EPRs 
in  all  of  its  ambulatory  care  sites.  The  pri- 
mary goal  of  this  project  was  to  improve  the 
quality  of  care  such  as  rates  of  influenza 
immunizations  and  other  preventive  care. 

The  EPR  is  a fully  automated  office  medi- 
cal record,  which  includes  patient  demograph- 
ics as  well  all  information  that  would  be 
included  in  a traditional  medical  chart  (e.g., 
medical  problems,  medications,  allergies, 
laboratory  and  other  diagnostic  test  results, 
office  procedures,  office  progress  notes,  and 
other  medical  documentation).  One  specific 
feature  called  “protocols”  is  designed  to  im- 
prove preventive  care  by  reminding  the  phy- 
sician when  interventions  are  due.  The  pre- 
ventive care  protocols  incorporate  decision 
rules  for  when  interventions  are  appropriate, 
based  on  patient  age  and  gender.  For  influ- 
enza immunization,  the  protocol  specifies 
that  an  immunization  should  be  done  annu- 
ally for  all  patients  ages  65  years  and  older. 

Based  on  these  protocols,  the  EPR  gener- 
ates an  automated  reminder  to  the  physician 
if  the  intervention  has  not  been  completed  in 
the  specified  time  period.  The  reminder  is 
shown  as  a red  flag  at  the  top  of  the  office  visit 
note,  and  is  generated  at  each  office  visit 
regardless  of  the  reason  for  the  visit.  This 
reminder  is  viewed  by  both  the  nurse  and  the 
physician  during  the  course  of  the  visit.  For 
influenza  immunizations,  a reminder  is  trig- 
gered for  all  patients  over  age  65  who  have  no 
record  in  the  electronic  chart  that  an  immu- 
nization was  done  in  the  previous  year. 

In  addition  to  implementing  the  EPR,  a 
mailed  patient  reminder  regarding  influenza 
immunizations  was  sent  in  October  of  1998. 
This  reminder  consisted  of  a postcard  mailed 
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Figure  1. 


Change  in  Influenza  Immunizations  from  1997  to  1998 


65 


(0 

S 60 
i 55 
« 50 
^ i 45 
40 


0) 


3 .a  35 

a)  c 

30 
25 
20 
15 
10 
5 
0 


- 3 

II 

C 

0) 

u 

(1) 

Q. 


1997 


1998 


to  all  patients  ages  65  and 
over  as  well  as  patients  with 
specific  chronic  illnesses,  to 
encourage  them  to  come  to 
the  office  for  a flu  shot.  This 
mailed  reminder  was  similar 
to  what  had  been  done  at  the 
FMC  in  previous  years. 

The  purpose  of  this  study 
was  to  determine  whether 
using  both  a computerized 
physician  reminder  (via  the 
EPR)  and  a mailed  patient 
reminder  had  a positive  im- 
pact on  influenza  immuniza- 
tion rates  for  older  patients 
of  the  FMC.  Since  the  EPR 
was  implemented  in  July  of 
1998  and  the  reminder  was 
mailed  in  October  of  1998,  our  hypothesis  was 
that  the  rate  of  influenza  immunization  would 
increase  from  1997  to  1998. 


METHODS 

Design  and  setting:  This  was  a retrospective 
cohort  study  designed  to  compare  influenza 
immunization  rates  for  older  FMC  patients 
from  1997  (prior  to  implementation  of  the 
EPR)  to  1998  (after  implementation).  The 
study  was  conducted  at  the  Family  Medicine 
Center  (FMC)  of  Christiana  Care  Health  Ser- 
vices. The  FMC  is  a large  group  practice 
located  in  North  Wilmington.  The  FMC  pro- 
vides comprehensive  primary  care  to  pa- 
tients of  all  ages,  and  has  an  average  of  15,000 
patient  visits  per  year.  Approximately  25 
percent  of  visits  are  for  patients  ages  65  years 
and  older.  The  FMC  functions  as  the  clinical 
teaching  site  for  the  Family  Medicine  resi- 
dency teaching  program  at  Christiana  Care. 
The  office  has  six  faculty  and  twenty-five 
resident  physicians,  all  of  whom  see  patients 
on  a part-time  basis. 

Population  and  data:  We  selected  all  FMC  pa- 
tients who  were  65  and  older  as  of  Sept- 
ember 1,  1997,  who  had  made  their  first  visit 
to  the  FMC  before  September  1,  1997,  and 


their  last  visit  to  the  FMC  after  January  1, 
1999.  The  first  and  last  visit  cut-off  was  used 
to  ensure  that  subjects  were  FMC  patients 
during  both  the  fall  of  1997  and  1998  when 
influenza  immunizations  were  given.  For  all 
eligible  patients,  medical  charts  were  re- 
viewed by  one  of  the  investigators  (AMS). 
Paper  charts  were  used  to  find  the  date  of  the 
first  visit  and  the  date  of  the  influenza  shot  in 
1997,  while  the  electronic  chart  was  used  to 
obtain  the  date  of  birth,  date  of  last  visit  to 
the  FMC,  and  date  of  influenza  shot  in  1998. 
Five  patients  were  excluded  from  the  study 
because  their  paper  chart  could  not  be  lo- 
cated. All  other  eligible  patients  were  in- 
cluded, for  a total  study  population  of  344 
patients. 

Data  Analysis:  In  the  primary  analysis  we  com- 
pared the  percentage  of  the  study  patients 
who  had  an  influenza  immunization  in  1997 
with  the  percentage  who  had  an  immuniza- 
tion in  1998.  Because  the  data  were  non- 
parametric,  the  McNemar’s  test  was  used  to 
determine  statistically  significant  differences 
between  the  groups.  In  a secondary  analysis 
we  sought  to  determine  differences  in  immu- 
nization rates  across  age  groups.  We  strati- 
fied the  population  into  three  age  groups  (65- 
74  years,  75-85  years  and  over  85  years),  used 
the  Chi-square  test  to  compare  immunization 
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Table  1. 


Age 

Number  of  Patients  (%) 

Received  Flu  Shot 
in  1997* 

Received  Flu  Shot 
in  1998* 

65-74  years** 

206  (59.9) 

49.5% 

63.1% 

75-85  years** 

115  (33.4) 

53.9% 

61.7% 

Over  85  years 

23  (6.7) 

39.1% 

47.8% 

Total** 

344  (100.0) 

50.4% 

61.6% 

* p<  0.001  by  Chi-Square  test  for  difference  in  immunization  rate  between  age  groups 
**  p<  0.001  by  Chi-Square  test  for  change  in  immunization  rate  from  1997  to  1998 

rates  across  the  three 
age  groups,  and  com- 
pared changes  in  im- 
munization rates  from 
1997  to  1998  for  each 
group. 


RESULTS 


For  the  overall  study 
population,  50.4  per- 
cent had  an  influenza 
immunization  in  1997, 
while  61.6  percent  had  an  influenza  immuni- 
zation in  1998  (see  Figure  1).  This  increase  in 
rate  is  statistically  significant  (p<0.001). 

When  we  stratified  by  age,  59.9  percent  of 
the  population  was  between  the  ages  of  65  and 
74  years,  33.4  percent  was  between  the  ages 
of  75  and  85  years  and  6.7  percent  was  older 
than  85  years  of  age.  As  shown  in  the  table, 
persons  over  age  85  years  of  age  were  the 
least  likely  to  receive  an  immunization  both 
in  1997  (p<0.001)  and  1998  (p<0.001).  Also, 
immunization  rates  increased  significantly 
for  the  two  younger  age  groups  (p<0.001)  but 
not  for  persons  over  age  85. 

DISCUSSION 

This  study  demonstrates  that  using  both  a 
mailed  patient  reminder  and  a computerized 
physician  reminder  had  a positive  impact  on 
influenza  vaccination  rates  for  older  patients 
of  a family  practice  office  in  Delaware.  Immu- 
nization rates  increased  from  50  percent  to  62 
percent  after  the  intervention.  This  latter 
rate  exceeds  the  target  rate  specified  by  the 
Centers  for  Disease  Control  in  Healthy  People 
2000.®  While  previous  interventions  at  the 
FMC  (including  mailed  patient  reminders 
and  chart-based  flowsheets)  had  helped  to 
improve  influenza  immunization  rates, it 
was  only  after  implementation  of  the  EPR 
that  immunization  rates  exceeded  national 
goals. 

There  are  several  reasons  why  the  EPR 
may  have  led  to  higher  rates  of  immuniza- 
tions. First,  the  EPR  allows  better  organiza- 


tion of  medical  information,  so  immuniza- 
tions can  be  tracked  and  easily  viewed.  While 
other  interventions  (such  as  chart-based 
flowsheets)  can  also  help  to  organize  and 
track  these  interventions,  the  EPR  has  ad- 
vantages that  paper  flowsheets  do  not.  With 
a paper  flowsheet,  the  physician  or  nurse 
must  take  the  time  to  look  at  the  flowsheet, 
and  must  also  look  at  other  data  (such  as 
patient  age  or  medical  problems)  to  deter- 
mine whether  the  immunization  is  appropri- 
ate for  that  patient.  With  the  EPR,  the 
system  automatically  applies  decision  rules 
against  patient  information,  and  automati- 
cally posts  a reminder  to  the  physician  if  the 
immunization  is  due.  This  prompts  the  phy- 
sician to  order  the  immunization,  regardless 
of  the  reason  for  the  patient  visit.  Because 
flowsheets  require  more  time  and  effort  on 
the  part  of  the  physician  or  nurse,  they  are 
often  viewed  only  when  the  patient  is  there 
for  a preventive  health  visit.  Previous  stud- 
ies have  shown  EPR’s  to  have  a positive 
impact  not  only  on  influenza  immunizations,®  ® 
but  on  other  aspects  of  preventive  care.®’  ^®  ®^ 
While  the  EPR  has  many  advantages,  it 
has  limitations  as  well.  As  it  is  currently 
used,  the  EPR  usually  generates  an  auto- 
matic reminder  only  when  the  patient  is  being 
seen  for  an  office  visit.  This  reminder  is  not 
effective  for  patients  who  fail  to  make  office 
visits  during  the  time  when  immunizations 
are  administered.  Therefore,  the  greatest 
benefit  may  be  achieved  by  using  an  EPR  or 
other  automated  reminder  in  combination 
with  a reminder  to  the  patient  to  come  in  for 
an  office  visit.  Previous  studies  suggest  that 
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such  combination  interventions  are  more  ef- 
fective than  any  single  intervention  for  pre- 
ventive care.^  The  present  study  demon- 
strates the  success  of  such  a combination 
strategy.  In  fact,  it  may  be  beneficial  to 
include  even  more  strategies,  such  as  tele- 
phone calls  for  patients  who  do  not  respond  to 
the  mailed  reminder. Having  multiple  strat- 
egies may  help  to  increase  rates  even  beyond 
the  62  percent  that  was  obtained  in  this 
study. 

Another  important  finding  of  the  study  is 
the  difference  in  immunization  rates  across 
age  groups.  We  found  that  persons  over  age 
85  years  were  the  least  likely  to  receive  an 
influenza  immunization  both  before  and  after 
the  intervention,  and  also  had  the  least  ben- 
efit from  the  intervention.  These  lower  rates 
could  be  due  to  logistic  factors  such  as  lack  of 
transportation,  or  could  be  related  to  patient 
preference.  This  issue  is  important,  since  the 
oldest  persons  are  at  the  highest  risk  for 
complications  and  death  from  influenza.  Fu- 
ture studies  should  examine  ways  to  target 
this  particularly  high-risk  population. 

There  are  some  limitations  that  should  be 
addressed  when  interpreting  this  study.  Most 
important,  since  this  was  an  observational 
study  with  no  control  group,  we  cannot  be 
certain  that  increases  in  influenza  immuniza- 
tion rates  were  due  to  the  intervention.  Other 
factors  may  have  affected  immunization  rates, 
such  as  heightened  publicity,  public  educa- 
tion, or  changes  in  insurance  coverage.  Sec- 
ond, immunization  data  were  obtained  from 
office  medical  records,  and  some  patients 
receive  immunizations  elsewhere.  FMC  pa- 
tients are  asked  if  they  received  immuniza- 
tions elsewhere,  and  this  data  is  included  in 
the  FMC  chart;  however,  it  could  be  that  this 
information  was  not  obtained  or  recorded  for 
some  patients.  If  so,  this  study  would  under- 
estimate the  true  rates  of  immunization, 
although  it  should  not  change  the  comparison 
of  rates  from  before  to  after  the  EPR.  Third, 
this  study  cannot  separate  out  the  impact  of 
the  EPR  from  the  impact  of  the  mailed  re- 
minder. However,  other  studies  have  shown 
that  the  EPR  at  the  FMC  had  positive  benefits 
for  many  aspects  of  quality  of  care  for  which 


patient  reminders  were  not  used  (unpub- 
lished data);  this  supports  the  notion  that  the 
EPR  was  a critical  component  of  the  improve- 
ments found  in  this  study.  Finally,  this  study 
was  conducted  in  a single  family  practice 
teaching  setting.  The  results  may  not  be  the 
same  in  other  locations,  settings,  or  special- 
ties. 

Despite  these  limitations,  the  study  has 
significant  implications  for  public  health  in 
Delaware.  Despite  a recent  increase  in  rates 
over  the  past  decade,  a significant  proportion 
of  older  persons  do  not  receive  influenza 
immunizations,  both  in  Delaware^^  and  na- 
tionally.^ Physicians  are  increasingly  being 
held  responsible  for  improving  the  quality  of 
care  for  their  patients. However,  it  is  often 
difficult  for  a busy  physician  to  keep  track  of 
which  interventions  are  needed  for  which 
patients.  The  EPR  is  one  tool  that  can  help 
physicians  in  improving  their  quality  of  care. 
This  study  demonstrates  that  the  use  of  an 
EPR  with  computerized  physician  reminders, 
along  with  a mailed  patient  reminder,  is  a 
promising  strategy  for  improving  influenza 
immunization  rates  and  for  improving  quality 
and  outcomes  of  care  for  older  patients. 
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Spinal  Epidural  Abscesses 
A Case  Report  and  Review  of  the  Literature 

Stephanie  Lee,  M.D. 


INTRODUCTION 

Spinal  epidural  abscess  is  a rare  condition 
that  is  associated  with  a high  morbidity  and 
mortality.  Unfortunately,  this  entity  pre- 
sents as  a diagnostic  challenge,  and  only 
rarely  is  it  considered  in  the  differential 
diagnosis  at  the  time  of  the  patient’s  initial 
presentation.^-  The  purpose  of  this 

paper  is  to  discuss  the  case  report  of  a patient 
with  a spinal  epidural  abscess  and  to  provide 
a comprehensive  review  of  the  literature  as 
well  as  to  review  the  current  controversy  over 
the  management  of  this  disorder. 


1 . Stephanie  Lee,  M.  D.,  is  a resident  in  Internal  Medicine  at  Christiana 
Care  Health  System  in  Newark,  Delaware. 


CASE  REPORT 

W.C.  is  a 45-year-old  white  male  with  a past 
medical  history  significant  for  autoimmune 
hemolytic  anemia  and  autoimmune  thromb- 
ocytopenia, autoimmune  hepatitis,  and  ste- 
roid induced  myopathy  who  has  had  a sple- 
nectomy and  bilateral  hip  replacements.  W.C. 
was  hospitalized  in  May  of  1998  for  his  au- 
toimmune disorders,  and  during  the  course  of 
his  long  hospitalization  he  developed  a Sta- 
phylococcus aureus  bacteremia.  He  was  placed 
on  intravenous  cefazolin  for  one  month  and 
was  discharged  to  home. 

The  day  after  the  discontinuation  of  his 
antibiotics,  he  developed  fevers  and  an  in- 
crease in  his  white  blood  count.  Blood  cul- 
tures showed  gram  positive  cocci.  He  was 
readmitted  to  the  hospital  complaining  that 
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over  the  last  several  days  he  had  increasing 
low  back  and  hip  pain.  The  back  pain  had  been 
present  for  some  time  but  was  now  getting 
worse.  There  was  no  new  weakness  beyond 
that  thought  earlier  to  be  secondary  to  his 
steroid  myopathy,  no  numbness,  tingling, 
bowel  or  bladder  dysfunction.  On  exam  his 
temperature  was  38.2  C,  his  back  was  tender 
to  palpation  and  percussion  in  the  lumbar 
region,  most  especially  on  the  left  side.  Exam 
demonstrated  weakness  in  the  left  psoas, 
extensor  hallucis  longus  and  gastrocnemius. 
Sensation  was  intact  to  light  touch.  Deep 
tendon  reflexes  were  absent  bilaterally  at  the 
knee  and  ankle,  and  Babinski  was  down-going 
bilaterally.  A MRI  was  done  and  showed  an 
epidural  abscess  from  T12-L2  located  poste- 
riorly without  evidence  of  cord  compression. 
The  Staphylococcus  aureus  was  found  to  be 
sensitive  to  oxacillin,  and  the  patient  was 
placed  on  intravenous  therapy  after  undergo- 
ing desensitization  for  penicillin  allergy. 

Neurosurgery  was  consulted  and  their 
opinion  was  that  surgical  drainage  of  the 
abscess  would  be  a difficult  procedure  and 
might  not  yield  any  pus,  and  was  risky  given 
the  patient’s  extensive  comorbidities.  There 
was  a concern,  however,  that  because  the 
abscess  was  able  to  manifest  after  a month’s 
worth  of  antibiotics,  further  medical  treat- 
ment might  not  be  enough  to  eradicate  the 
abscess.  Nonetheless,  a decision  was  made 
by  the  patient,  the  neurosurgeon,  and  the 
infectious  disease  specialist  to  treat  medi- 
cally with  intravenous  oxacillin  for  six  weeks. 
A repeat  MRI  was  to  be  done  in  three  weeks, 
with  the  understanding  that  if  the  patient 
showed  any  signs  of  progression  of  the  ab- 
scess he  would  then  need  to  proceed  to  sur- 
gery. 

The  repeat  MRI  showed  improvement  of 
the  abscess  with  new  evidence  of  osteomyeli- 
tis and  diskitis.  The  patient  went  on  to 
complete  an  eight-week  course  of  oxacillin 
after  which  a further  MRI  showed  resolution 
of  his  vertebral  osteomyelitis.  The  patient 
was  then  placed  on  oral  dicloxacillin.  Within 
a few  days,  however,  the  patient  had  increas- 
ing low  back  pain  that  radiated  to  his  left  hip, 
and  the  concern  arose  that  this  was  due  to  an 
increasing  diskitis.  The  patient  underwent 


an  emergent  MRI  (13  days  after  the  last  MRI) 
which  showed  recurrant  disc  infection  and 
osteomyelytis  behind  the  L1-L2  disc  space, 
requiring  that  the  patient  continue  his  anti- 
biotic regimen  for  several  more  months.  De- 
spite this  setback,  the  patient’s  infection 
completely  resolved  after  a long  course  of 
antibiotics.  Now,  one  year  later,  he  is  doing 
extremely  well  without  residual  deficits  from 
his  abscess. 


DISCUSSION 

An  epidural  abscess  is  a collection  of  pus  or 
inflammatory  granulation  tissue  located  be- 
tween the  dura  mater,  the  surrounding  fatty 
tissue,  and  the  venous  plexus  found  within 
the  epidural  space.  The  systemic  circula- 
tion, the  spinal  cord,  and  epidural  space  are 
in  communication  via  Bateson’s  plexus. 
This  has  been  postulated  to  be  a mechanism 
by  which  bacteremia  can  cause  seeding  of  the 
epidural  space,  resulting  in  abscess  forma- 
tion. Twenty-five  to  fifty  percent  of  reported 
cases  occur  via  hematogenous  spread  with 
the  primary  sources  of  infection  including 
furuncles  and  cellulitis.  Direct  extension 
can  occur,  usually  from  concurrent  osteomy- 
elitis. Decubitus  ulcers  have  been  known  to 
serve  as  a primary  site  of  infection  as  well. 
There  has  been  an  increasing  number  of  re- 
ports listing  epidural  catheter  placement  as 
the  inciting  factor  in  spinal  epidural  ab- 
scesses.^’ Minor  trauma  to  the  back  can 

precipitate  the  development  of  an  abscess, 
and  even  a very  small  hematoma  can  act  as  a 
focus,  allowing  hematogenous  seeding  to  oc- 
cur. ® 

Mechanism  of  Spinal  Cord  Injury.  The  actual 
mechanism  of  spinal  cord  injury  remains  un- 
certain. Russel  et  al.  evaluated  the  post 
mortem  exams  of  patients  with  epidural  ab- 
scesses and  found  that  they  could  be  divided 
into  three  groups,  either  demonstrating: 

1)  compression  with  preservation  of  the  ar- 
terial supply  to  the  cord, 

2)  compression,  thrombosis,  and  throm- 
bophlebitis of  the  veins  of  the  cord  and 
epidural  space,  or 
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3)  infarction  and  edema  of  the  cord.^^ 

Siao  et  al.  suggest  the  actual  mechanism  of 
injury  to  the  cord  is  probably  ischemic,  sec- 
ondary to  the  mass  occluding  the  blood  sup- 
ply, especially  given  the  fact  that  the  damage 
to  the  cord  usually  exceeds  the  extent  of  the 
mass.^° 

Incidence.  Epidural  abscesses  are  decidedly 
uncommon.  Maslen  et  al.  report  the  inci- 
dence among  all  hospitalized  patients  to  be 
approximately  one  to  two  per  10,000  admis- 
sions. The  incidence  has  been  reported  to  be 
increasing  and  is  in  one  study  by  Wheeler 
et  al.  noted  to  be  between  1.96  and  2.8  per 
10,000  hospital  admissions.^  The  reason  for 
the  increase  in  incidence  is  not  known. 
Nussbaum  et  al.  postulate  that  it  is  due  to  the 
increasing  incidence  of  intravenous  drug 
abuse,  a theory  which  is  supported  in  the 
literature  by  other  series.  Other  rea- 

sons for  an  increase  in  the  number  of  cases 
include  the  increasing  age  of  the  general 
population,  the  increasing  number  of  spinal 
procedures  performed,  increasing  use  of  epi- 
dural anesthesia,  along  with  the  enhanced 
awareness  of  this  condition  and  better  non- 
invasive  diagnostic  studies. 

Causative  Organism.  The  causative  organism  of 
epidural  abscesses  is  primarily 
Staphyloccocal  aureus,  accounting  for  roughly 
62  percent  of  the  reported  cases.  Streptococ- 
cal species  hold  a distant  second.  Recently 
there  have  been  reports  in  the  literature  of 
epidural  abscesses  caused  by  group  B Strep- 
tococcus,^'^ brucellosis,^'^  Candida  glabrata, 
and  salmonella.  Several  studies  have 
noted  an  association  between  Pseudomonas 
aeruginosa  and  spinal  epidural  abscesses  de- 
veloping in  intravenous  drug  abusers,  and 
Escherichia  coli  is  seen  in  association  with 
urinary  tract  infections  and  surgical  proce- 
dures. 

Diagnosis.  Spinal  pain  is  the  predominant 
chief  complaint  in  patients  found  to  have 
spinal  epidural  abscesses.  Although  this  is 
not  a universal  finding,  it  occurs  in  roughly  94 
percent  of  patients.  Fever  is  found  in  ap- 


proximately 64  percent  of  patients.  The 
clinical  picture  has  been  historically  described 
by  Heusner  as  presenting  in  four  stages: 

1)  spinal  ache 

2)  nerve  root  pain 

3)  radicular  weakness,  including  bowel  and 
bladder  dysfunction, 

4)  paralysis.^® 

However,  the  first  three  phases  can  progress 
at  highly  variable  rates,  from  within  hours  to 
weeks. Danner  et  al.  found  that  regardless 
of  previous  disease,  weakness  with  ensuing 
paralysis  could  develop  suddenly  and,  more 
importantly,  unpredictably.^^  Given  this  fact, 
and  the  fact  that  there  is  a variety  of  non- 
specific ways  in  which  spinal  epidural  ab- 
scesses can  present,  spinal  epidural  abscess 
is  seldom  made  as  the  initial  diagnosis. 

Most  investigators  have  found  that  the 
vast  majority  of  patients  with  spinal  epidural 
abscesses  had  an  underlying,  predisposing 
disease  2,12.13,15  though  there  have  been  cases 
in  which  no  predisposing  condition  has  been 
found. Diagnosis  consequently  is  depen- 
dent on  a high  degree  of  clinical  suspicion. 
Predisposing  conditions  include  diabetes  mel- 
litus,  IV  drug  abuse,  cellulitis,  urinary  tract 
infections,  degenerative  joint  disease,  malig- 
nancy, endocarditis,  and  chronic  steroid 

use.^’2'®-^2.i3 

The  diagnosis  of  spinal  epidural  abscesses 
has  historically  been  dependent  upon  the  use 
of  myelography.  Myelography  has  been  re- 
placed by  MRI,  as  this  is  a less  invasive 
procedure  and  allows  for  the  differentiation 
between  spinal  epidural  abscesses  and  other 
causative  factors  of  back  pain,  i.e.,  acute 
transverse  myelitis.  Furthermore,  Hlavin  et 
al.  have  shown  that  MRI  is  equally  sensitive 
as  myelography  with  computed  tomography, 
both  having  sensitivities  roughly  equal  to  92 
percent.^®  One  disadvantage  to  the  use  of 
MRI,  however,  is  that  it  may  not  diagnose  the 
extent,  or  even  the  presence  of  a spinal 
epidural  abscess  in  the  setting  of  inflamed 
meninges. 

Laboratory  studies  are  unfortunately  very 
nonspecific.  The  sedimentation  rate  is  uni- 
formly elevated  in  epidural  abscesses  and  a 
normal  value  rules  out  this  diagnosis.  Fever 
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and  leukocytosis  are  common  findings,  but 
may  be  absent.  The  cerebral  spinal  fluid 
reflects  parameningeal  inflammation,  with 
pleocytosis,  elevated  protein,  and  normal  glu- 
cose manifested  in  most  patients. Hlavin  et 
al.  found  cerebral  spinal  fluid  profiles  that 
ranged  from  normal  to  frank  meningitis.^® 
Darouiche  et  al.  found  that  the  culture  of 
spinal  fluid  was  positive  for  growth  in  25 
percent  of  their  patients,  although  none  of 
these  patients  had  shown  bacteria  on  the 
gram  stain  of  their  CSF.^® 

The  differential  diagnoses  of  spinal  epi- 
dural abscesses  are  considerable.  Vertebral 
osteomyelitis  may  present  in  a similar  fash- 
ion to  epidural  abscesses,  especially  very 
early  on  in  the  course  of  the  disease.  Back 
strain,  minor  trauma,  disc  herniation,  and 
inflammatory  joint  disease,  are  all  much  more 
common  causes  for  back  pain.^°'  Acute 
transverse  myelitis,  which  is  roughly  twenty 
times  more  common  than  epidural  abscesses, 
may  mimic  an  epidural  abscess  by  presenting 
with  muscle  weakness,  loss  of  pain  and  tem- 
perature sensation,  and  neurological  deficit 
that  is  rapidly  progressive.  Cancer,  either 
primary  lymphomas  and  leukemias  or  meta- 
static carcinomas,  should  also  be  considered 
in  the  differential  diagnosis.  Back  pain  with 
fever  can  be  due  to  osteomyelitis,  bacteremia 
(i.e.,  endocarditis),  or  meningitis.  Back  pain 
with  neurological  symptoms  can  be  the  pre- 
sentation of  herniated  discs,  spinal  cord  is- 
chemia, and  cauda  equina  syndrome.  Spinal 
epidural  abscess  can  mimic  prostate  hyper- 
trophy with  bladder  neck  obstruction,®’  but 
in  the  febrile  patient  complaining  of  back  pain 
and  urinary  retention,  epidural  abscess  should 
be  high  on  the  differential  list. 

Outcomes.  Khanna  et  al.  analyzed  factors  that 
influenced  the  outcome  of  spinal  epidural 
abscess  and  found  that  patient  age,  degree  of 
thecal  sac  compression,  spinal  location,  find- 
ings at  the  time  of  surgery,  and  septic  presen- 
tation all  had  relevance  in  the  prognosis. 
Interestingly,  the  duration  of  back  pain  or 
radiculopathy  was  not  found  to  influence  the 
outcome.  ^ Although  an  anterior  location  of 
the  abscess  has  been  reported  in  the  litera- 


ture to  be  associated  with  a worse  out- 
come, Khanna  et  al.  found  that  location 

had  no  significant  influence  on  outcome  if  an 
adequate  surgical  approach  was  utilized.^  A 
poorer  outcome  is  associated  with  the  sever- 
ity of  the  initial  deficit,  but  prognosis  is 
better  correlated  to  the  progression  of  neu- 
rological deficit  rather  than  the  duration  of 
impairment;  hence  the  interval  between  the 
onset  of  symptoms  and  the  onset  of  neuro- 
logical findings  is  not  prognostically  impor- 
tant. ® This  is  confirmed  by  the  findings  in  the 
literature  that  there  is  no  clinically  signifi- 
cant difference  between  patients  with  acute 
versus  chronic  presentations. 

Treatment.  Traditionally,  the  management  of 
epidural  abscesses  has  always  been  emergent 
decompressive  laminectomy  with  surgical 
debridement  followed  by  a long  course  of 
antibiotics. Curling  recommends  the  an- 
tibiotic regimen  following  neurosurgery  to  be 
two  weeks  of  appropriate  intravenous  antibi- 
otics followed  by  four  weeks  of  oral  antibiotic 
therapy. The  presence  of  osteomyelitis 
should  not  change  the  choice  of  antibiotic  or 
the  duration  of  treatment,  as  it  is  identified 
in  most  cases  of  spinal  epidural  abscesses. 

Recently,  there  has  emerged  a contro- 
versy over  whether  select  cases  of  epidural 
abscesses  can  be  managed  medically,  without 
the  use  of  surgical  drainage  and  decompres- 
sion. Leys  et  al.  describe  four  indicators  for 
patients  who  could  be  considered  candidates 
for  nonsurgical  therapy.  These  include: 

1)  the  patient  is  a poor  surgical  risk, 

2)  the  excessive  length  of  the  abscess  prohib- 
its adequate  surgical  debridement, 

3)  absence  of  severe  loss  of  spinal  cord  or 
cauda  equina  function,  or 

4)  complete  paralysis  for  a duration  of  greater 
than  three  days. 

Khanna  et  al.  further  clarify  that  the  positive 
identification  of  a causative  organism  is  a 
necessity  for  medical  management  alone. ^ 
Leys  et  al.  has  recommended  the  use  of  serial 
MRIs  to  follow  the  resolution  of  the  abscess, 
noting  good  outcomes  in  four  out  of  five 
patients  treated  medically  during  their  study 
in  1985.^^  A minimum  of  six  to  eight  weeks  of 
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intravenous  antibiotic  therapy  followed  by 
two  to  three  months  of  oral  antibiotic  therapy 
is  the  current  recommended  treatment  regi- 
men for  medically  managed  epidural  ab- 
scesses.^^ 

There  have  been  several  other  clinical 
series  that  have  reported  good  outcomes  with 
the  use  of  medical  management  alone. 
Wheeler  et  al.  reviewed  cases  medically  man- 
aged between  1970  and  1990,  finding  6.6  per- 
cent of  patients  with  spinal  epidural  abscesses 
were  managed  nonoperatively.  This  review 
reports  the  success  rate  in  these  patients  to 
be  approximately  63  percent,  with  the  finding 
that  patients  who  presented  with  radicular  or 
localized  pain  were  more  likely  to  improve 
than  those  with  paraplegias  or  septic  presen- 
tations.^ Similar  results  have  been  reported 
in  the  literature  by  Hanigan  el  al,  Mampalam 
et  al,  and  Nussbaum  et  al.^’  ^ 

There  have,  however,  been  reports  that 
have  not  shown  promising  outcomes  for  medi- 
cally managed  patients.  Khanna  et  al. 

treated  eleven  patients  with  antibiotic  therapy 
alone,  eight  of  whom  deteriorated  neurologi- 
cally  despite  adequate  and  appropriate  anti- 
biotics. Five  of  these  patients  needed  subse- 
quent surgery.  Six  of  these  patients  were 
treated  medically  because  they  were  found  to 
have  minimal  paresis,  four  were  poor  surgical 
candidates  and  one  refused  surgery.  It  was 
not  recorded  in  the  study  which  of  these 
eleven  patients  deteriorated.^ 

In  their  review  of  the  literature  Khanna 
et  al.  found  that  there  was  a worsening  of 
neurological  deficits  despite  appropriate  an- 
tibiotics in  19  to  23  percent  of  the  cases 
described  in  the  literature.  In  their  study, 
Danner  et  al.  described  six  patients  who 
suffered  neurological  deterioration  despite 
appropriate  antibiotics  requiring  emergency 
laminectomy.^^  Hlavin  et  al.  describe  nine 
patients  (out  of  39)  who  deteriorated  neuro- 
logically  despite  taking  appropriate  antibiot- 
ics. One  individual  in  their  study  deterio- 
rated rapidly  overnight  despite  having  had 
four  weeks  of  appropriate  antibiotics.^'^ 
Darouiche  et  al.  noted  that  14  out  of  35  of 
their  patients  experienced  neurological  de- 
cline from  the  time  of  admission  until  the 


time  of  surgery,  thus  advocating  the  need  for 
emergent  surgical  decompression.  It  is  not 
clear  whether  the  patients  in  this  study  had 
been  on  appropriate  antibiotics  prior  to  sur- 

gery.is 

Regardless  of  treatment,  spinal  epidural 
abscesses  have  an  unacceptably  high  morbid- 
ity and  mortality  rate.  Khanna  et  al.  noted 
that  18-63  percent  of  patients  treated  surgi- 
cally experienced  a poor  outcome,  and  31 
percent  of  patients  treated  nonoperatively 
had  a poor  outcome.  Because  of  the  limited 
number  of  cases  and  the  wide  range  of  presen- 
tations prior  to  treatment,  this  data  is  not 
statistically  significant  for  comparison  of 
surgical  versus  medical  management.^ 

CONCLUSION 

In  summary,  spinal  epidural  abscess  is  a rare 
and  dangerous  condition.  Despite  some  prom- 
ising reports  of  success  with  medial  manage- 
ment alone,  the  unpredictability  of  the  pro- 
gression of  this  disease  despite  appropriate 
medical  therapy  makes  the  decision  to  treat 
nonoperatively  a risky  one.  Although  it  is 
more  likely  that  a patient  with  minimal  to  no 
neurological  signs  will  improve  with  antibiot- 
ics alone,  reports  of  rapid  and  devastating 
neurological  progression  continue  to  empha- 
size the  need  for  prompt  surgical  drainage 
regardless  of  presentation.  Medical  manage- 
ment is  best  reserved  for  those  patients  who 
pose  a very  poor  surgical  risk. 
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Lung  Cancer  Health  Improvement  Team 
establishes  monthly  tumor  conferences 


Lung  cancer  claims  more  lives  in  Delaware  than  does 
any  other  disease,  except  heart  disease.  According  to  the 
most  recently  published  Delaware  Vital  Statistics 
Annual  Report  (1998),  roughly  one-third  of  all  the 
cancer-related  deaths  that  occur  in  the  state  each  year  are 
caused  by  lung  cancer.  The  ratio,  based  on  deaths  per 
100,000  population,  is  approximately  48  out  of  145. 

The  statistics  are  based  on  a five-year  average  between 
1994  and  1998,  published  in  March  2000  by  the 
Delaware  Department  of  Health  and  Social  Services. 

Albert  Rizzo,  M.D.,  a specialist  in  pulmonary  and 
critical  care  and  a member  of  Christiana  Care's  Lung 
Cancer  Health  Improvement  Team,  discusses  the  impact 
of  lung  cancer  on  our  community. 


Albert  Rizzo,  M.D., 

Member  of  the  Cancer 
Health  Improvement  Team 

some  other  new  screening  method — will  be 
effective  and  save  lives.  Such  a large-scale, 
definitive  study  is  something  that  we  would  love 
to  see  at  Christiana  Care. 


Q.  What  causes  lung  cancer? 

Dr.  Rizzo:  Eighty  to  90  percent  of  lung  cancer 
is  related  to  tobacco  - either  first-hand,  from 
smoking,  or  from  prolonged  exposure  to  second- 
hand smoke.  The  remaining  cases  are  mostly 
environmental,  usually  due  to  exposure  to 
asbestos  or  other  occupational  hazards. 

Q.  What  makes  lung  cancer  so  lethal? 

Dr.  Rizzo:  Lung  cancer  can  be  there  for  months 
without  being  discovered.  If  that  weren't  true,  we 
probably  would  have  much  greater  success  at 
curing  it.  People  diagnosed  at  Stage  I of  lung 
cancer  have  an  80  percent  chance  of  remaining 
cancer-free  five  years  after  the  cancer  is  removed. 
But  discovering  lung  cancer  during  Stage  I is 
usually  a stroke  of  luck.  A patient  will  have  had  an 
X-ray  for  some  other  reason,  such  as  pneumonia, 
and  the  cancer  will  be  discovered  incidental  to  that. 
Otherwise,  early  symptoms  include  a chronic  cough, 
a cough  producing  blood,  and  chest  pain.  But,  by 
then,  chances  are  it  has  spread  beyond  Stage  I. 


Q.  In  your  opinion,  what  is  the  most  important 
thing  the  team  has  achieved  to  date? 

Dr.  Rizzo:  We've  established  multidisciplinary 
lung/ chest  tumor  conferences  that  meet  on  the 
fourth  Friday  of  each  month. 

We've  completed  development  of  step-by-step 
procedures,  or  algorithms,  for  treating  small  cell 
and  non-small  cell  lung  cancer,  and  we've 
completed  a widespread  review  process  for  both 
of  these  algorithms.  Feedback  from  the  review 
process  has  been  incorporated  into  the  final 
versions  of  our  algorithms.  We're  also  reviewing 
a list  of  available  research  protocols  for  lung 
cancer,  and  hope  to  select  several  to  add  to  those 
already  ongoing  at  Christiana  Care. 

We've  been  outspoken  in  support  of  prevention 
efforts,  especially  with  respect  to  smoking 
cessation.  And,  we  hope  to  be  part  of  the 
lung  cancer  screening  study  currently  under 
consideration  by  the  National  Cancer  Institute. 


Q.  Are  there  effective  screening  methods? 

Dr.  Rizzo:  We're  still  struggling  with  screening 
methods  for  early  detection  of  lung  cancer. 
Obviously,  we  feel  something  has  to  be  developed 
to  achieve  earUer  diagnosis.  One  of  the  latest  ideas 
is  to  perform  regular  spiral  CT  scans  at  three-  to 
six-month  intervals  to  look  for  early  nodules.  The 
strongest  objections  to  this  test  are  that  it  has  not 
been  proven  and  accepted  yet,  and  that  it  is 
expensive.  It  will  take  a large  study,  involving 
thousands  of  patients  over  five  to  10  years,  to 
determine  whether  spiral  CT  scans — or  perhaps 
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EDITORIAL 


Gore  and  Bush  Positions  on 
Health  Care  Changes 

G.  Stephen  DeCherney,  M.D.,  M.P.H. 


To  the  extent  that  I could  summarize  and 
compare  the  Democratic  suggestions  for 
change  to  those  of  the  Republicans,  I have 
done  so  in  Table  1 (found  on  page  442). 

MEDICATIONS  FOR  THE  ELDERLY 

Although  medications  are  still  only  nine  per- 
cent of  all  health  care  spending,  prescriptions 
are  the  fastest  rising  part  of  the  insurance 
budgets.  Health  care  in  the  United  States 
consumes  one  in  every  seven  dollars  (14  per- 
cent) of  Gross  Domestic  Production  (GDP). 
The  population  is  aging  and  more  people  are 
moving  into  the  Medicare  system  of  medical 
coverage.  Medicare  does  not  provide  pre- 


G.  Stephen  DeCherney,  M.D.,  M.P.H. , is  Editor  of  the  Delaware 
Medical  Journal. 


scription  benefits.  Consequently,  both  Presi- 
dential candidates  have  addressed  this  issue. 

Vice  President  Gore  has  proposed  a mixed 
plan  in  which  Medicare  recipients  may  buy 
federal  prescription  insurance  to  cover  50 
percent  of  the  medication  costs  up  to  $5000, 
then  spend  $1500  more  out-of-pocket  until  a 
catastrophic  policy  covers  the  cost  of  the 
rest.  I am  not  sure  why  these  numbers  were 
chosen.  As  I have  helped  design  a benefits 
package  for  a private  company,  I can  add  here 
that  various  factors  enter  into  those  break- 
points. Almost  two-thirds  of  Medicare  benefi- 
ciaries live  in  households  with  incomes  below 
$20,000.  The  average  Medicare  beneficiary 
fills  eighteen  prescriptions  per  year.  More- 
over, 80  percent  of  retired  Americans  take  at 
least  one  prescribed  drug  every  day,  spend- 
ing on  average  $1,539  per  year.  The  range 
around  that  number  must,  however,  be  quite 
large.  There  must  be  many  seniors  who  spend 
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Table  1. 


Vice  President  Gore 

Governor  Bush 

Medications  for  the  Elderly: 

• Poorest  elderly  (income  < $1 000/month) 
would  have  full  Rx  coverage  through  Medi- 
care: sliding  scale  above. 

• Maximum:  buy  insurance  to  cover  half  the 
cost  of  Rx  up  to  $5000,  then  up  to  $1500 
more,  then  catastrophic  fullpay  starts. 

Medications  for  the  Elderly: 

• Handled  through  private  health  care  insurers. 

Children's  Health  Issues 

• Expand  extant  state-governed  Children's 
Health  Insurance  Program  by  easing  eligibil- 
ity. 

Children's  Health  Issues 

• Not  addressed  separately. 

Rural  Health  Care 

• Not  addressed  seperately. 

Rural  Health  Care 

• Establish  1300  rural  primary  care  centers. 

Uninsured 

• Children  and  elderly  are  a large  portion  of  this 
group. 

• Create  tax  credit  of  25%  of  insurance  when 
not  provided  at  work. 

Uninsured 

• Create  $1000  tax  credit  for  families  with 
incomes  $15,000-30,000  and  $2000  tax 
credit  for  families  < $1 5,000. 

• Expand  use  of  Medical  Savings  Accounts 

Protecting  Patients  from  HMOs 

• Right  to  sue  plans  (including  ERISA  plans) 
as  provided  under  state  law. 

Protecting  Patients  from  HMOs 

• Allows  patients  to  sue  managed  care  plans, 
but  holds  plans  to  the  standard  of  care  of  a 
"reasonable  managed  care  plan." 

three  or  four  times  as  much.  One  source 
noted  the  following  distribution:  "half  of  all 
beneficiaries  have  out-of-pocket  drug  ex- 
penses of  less  than  $200  per  year,  but  about 
14  percent  (4.5  million  beneficiaries)  have 
costs  of  $1,000  or  more,  and  four  percent  (1.3 
million  beneficiaries)  have  costs  of  $2,000  or 
more."^  Taken  together,  these  data  suggest 
that  Gore’s  plan  of  Part  B-like  additional 
Medicare  insurance  would  more  than  cover 
most  Medicare  recipients’  burdensome  medi- 
cation costs.  The  additional  large  benefit 
mentioned  by  many  commentators  is  that  it 
would  instantly  make  Medicare  the  largest 
individual  contractor  for  formularies,  forcing 
deep  discounts  on  prescriptions  to  the  eld- 
erly, and  likely  spreading  to  private  insur- 
ance as  well. 

The  Bush  plan  for  prescription  benefits 
for  the  elderly  does  not  have  the  same  punch. 
His  proposals  remain  a little  vague.  "As  far 
as  the  elderly,  [their  health  care  is]  con- 
trolled by  a 132,000-page  document  to  deter- 
mine how  to  allocate  and  ration  Medicare 


dollars  to  the  se- 
niors. It  is  a plan 
that  is  ineffi- 
cient, it  is  a plan 
that’s  anti- 
quated. And 
what  our  govern- 
ment must  do  is 
empower  our  se- 
niors to  be  able 
to  make  choices 
for  themselves 
and  support  pre- 
miunrs  for  the 
poorest  of  se- 
niors." ^ 

HMOs  were 
tasked  with  con- 
verting conven- 
tional Medicare 
into  managed 
care  and  failed 
miserably.  It 
seems  unlikely 
that  private  in- 
surers will  offer 
prescription 
plans  to  the  elderly  without  either  a federal 
subsidy  or  some  other  financial  incentive. 

CHILDREN’S  HEALTH  ISSUES 

Many  of  the  44  million  uninsured  Americans 
are  children  who  have  few  choices  in  how  they 
receive  their  care.  The  state-managed 
Children’s  Health  Insurance  Program  has  been 
a mixed  success  at  best.  Despite  their  eligi- 
bility, many  children  are  not  enrolled.  Gore 
wants  to  expand  this  program  by  making  the 
thresholds  for  eligibility  higher.  In  other 
words: 

Expanding  CHIP  to  children  up  to  250 
percent  of  poverty  (about  $41,000  for  a 
family  of  four)  to  increase  the  number  of 
uninsured  children  eligible  for  the  pro- 
gram. The  current  program  allows 
states  to  cover  children  in  families  with 
up  to  200  percent  of  poverty.  There  are 
nearly  one  million  uninsured  children 
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in  families  with  income  between  200  and 
250  percent  of  poverty.  States  expand- 
ing eligibility  for  children  to  those  in 
families  with  income  up  to  250  percent 
of  poverty  would  receive  an  increase  in 
their  CHIP  allotment,  based  on  the 
number  of  uninsured  children  in  the 
expanded  population.  They  would  re- 
ceive the  same  enhanced  match  that 
has  led  all  fifty  states  to  apply  to  par- 
ticipate in  the  CHIP  program.^ 

Governor  Bush  has  no  specific  program  di- 
rected towards  children. 


RURAL  HEALTH  CARE 

Unless  you  have  worked  in  a rural  setting  it 
is  impossible  to  imagine  the  deprivations  of 
people  who  live  off  of  the  land.  While  I was  an 
attending  at  Vanderbilt  Uiversity  Hospital,  I 
saw  diseases  so  far  progressed  that  I thought 
I was  living  in  1900.  Although  Vanderbilt  is  in 
metropolitan  Nashville,  its  catchment  area 
includes  many  rural  communities. 

Governor  Bush  has  proposed  establishing 
1300  rural  health  centers  to  address  this 
problem. 

Ironically,  although  Vice  President  Gore 
started  in  Tennessee,  he  does  not  have  a 
specific  program  for  the  rural  underserved. 

UNINSURED 

The  uninsured  and  underinsured  are  one  of 
the  most  embarrassing  and  difficult  problems 
in  America  today.  We  are  the  only  "First 
World"  country  without  a comprehensive 
health  plan,  although  almost  no  one  goes 
without  acute  care  when  needed. 

Governor  Bush  tackles  this  directly  by 
proposing  a system  of  tax  credits  for  low- 
income  families  who  may  be  at  highest  risk  for 
also  being  uninsured.  He  proposes  a tax 
credit  of  $2000  for  families  whose  income  is 
less  than  $15, 000/annum  and  $1000  in  the 
$15,000-30,000  range.  Additionally,  he  would 
expand  the  use  of  Medical  Savings  Accounts 


so  that  pretax  dollars  could  be  used  for  out- 
of-pocket  medical  expenses  for  the 
underinsured. 

Governor  Bush  has  targeted  most  of  the 
uninsured  by  setting  the  top  of  the  target 
range  at  $30,000.  Four  in  ten  uninsured  have 
incomes  that  are  twice  the  poverty  line.^ 
Forty  percent  of  the  uninsured  are  young 
adults.^ 

A major  problem  with  the  Bush  plan  is 
that  there  is  no  comprehensive  health  care 
insurance  plan  available  for  $1000  yearly  or 
even  $2000.  Additionally,  very  few  families 
earning  less  that  $15,000  pay  $2000  in  taxes, 
so  that  the  credit  is  somewhat  less  generous 
than  it  appears. 

By  contrast.  Vice  President  Gore  has  taken 
a piecemeal  approach  and  addressed  the  eld- 
erly and  children  separately. 

By  no  coincidence,  both  potentially  lower 
the  number  of  uninsured  by  approximately 
the  same  number  of  people. 

WHAT  DO  THESE  PROPOSALS  MEAN  TO 
PHYSICIANS? 

There  is  no  obvious  answer  to  this  question, 
but  let  me  walk  down  a few  paths. 

• Both  candidates  support  financial  assis- 
tance to  the  elderly  for  medications.  This 
will  make  the  life  of  a physician  better  if 
the  plan  is  open  and  unchanged  to  worse 
if  the  plan  is  formulary  bounded.  Al- 
though some  counter-intuitive,  the  fed- 
eral government  has  been  looser  than 
HMOs  in  allowing  a broader  range  of 
prescription  writing.  It  is  unthinkable 
that  private  insurers  will  not  continue  to 
regulate  the  medications  which  are  in 
their  plans.  This  leads  to  unnecessary 
phone  calls  to  and  from  the  pharmacy. 
Additionally,  if  Medicare  is  negotiating 
an  omnibus  prescription  plan,  it  can  push 
medication  costs  lower. 

• Insuring  children  is  both  a financial  and 
ethical  benefit  to  physicians.  No  child 
should  be  turned  away  from  a private 
practice  due  to  inability  to  pay. 
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• Like  children’s  health  care,  so  is  provid- 
ing care  to  those  in  rural  areas  both  a 
financial  and  ethical  benefit  to  physicians. 
Most  physicians  do  not  want  to  work  in 
rural  areas  for  a variety  of  reasons.  One 
of  the  most  oft-stated  complaints  is  the 
lack  of  a community  of  physicians  with 
similar  problems  and  concerns.  Thirteen 
hundred  rural  health  clinics,  the  Internet, 
and  other  modern  telecommunication 
methods  might  change  that  attitude. 

• Making  health  insurance  available  to  more 
Americans  is  an  obvious  benefit  to  all 
parties. 

CONCLUSIONS 

In  previous  editorials  I have  described  how 
markets  work  and  will  not  review  that  again. 
It  should  be  noted,  however,  that  when  mar- 
kets fail,  government  must  intervene.  Clearly, 
either  health  care  delivery  is  not  a market  or 
the  market  has  failed.  Medicare-supported 
private  HMDs  failed  and  most  insurers  are 
withdrawing  plans.  CHIP,  which  is  adminis- 


tered by  state  governments,  has  been  under- 
enrolled. 

• I think  it  unlikely  that  insurers  will  de- 
velop prescription  benefit  plans  for  the 
elderly  that  are  affordable  at  current 
medication  prices. 

• I think  it  unlikely  that  private  insurers 
will  offer  private  plans  for  $2000  per  year 
or  less. 

• Rural  health  centers  make  sense. 

Regardless  of  which  candidate  you  think 
makes  the  most  compelling  proposals,  please 
vote. 
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Internet  Medicine 

Robert  L.  Meckeinburg,  M.D.,  F.A.C.P.,  F.A.C.N.P. 


An  intriguing  editorial  was  published  in  the 
July  2000  issue  of  the  Delaware  Medical 
Journal,  referring  to  the  impact  of  the 
Internet  on  the  practice  of  medicine.  The 
author  alluded  to  the  possible  adverse  effects 
of  the  impersonalization  of  the  physician/ 
patient  interaction  as  a significant  drawback. 
Also,  the  inability  to  visualize  the  patient  was 
felt  to  be  compromising  and  eliminated  the 
possibility  of  body  language  cues.  Of  course, 
concern  was  expressed  about  the  privacy  and 
documentation  of  any  encounter. 

In  actuality,  patients  can  be  viewed  by  the 
physician  just  as  readily  as  if  they  were  in  the 
office.  In  fact,  the  patients  can  be  viewed  in 
their  home  environment  where  they  will  prob- 
ably react  more  naturally  than  in  the 
physician’s  office.  Likewise,  with  the  “see  you 
- see  me”  video  capabilities  that  are  presently 


Dr.  Meckeinburg  practices  at  the  Osteoporosis  Health  Center 
in  Newark,  Delaware. 


available,  the  patients  can  visualize  the  phy- 
sician and  see  helpful  cues  in  his  mannerisms 
and  reaction  to  their  requests.  Privacy  over 
the  Internet  is  well  addressed  at  the  present 
time  through  the  use  of  secure  servers,  cod- 
ing, and  passwords.  Banks  and  investment 
companies  have  been  using  these  processes 
to  secure  their  clients'  information  for  sev- 
eral years  without  significant  drawbacks.  What 
is  interesting  is  that  most  respondents  con- 
tacted over  the  Internet  seem  to  have  no 
reluctance  about  sending  their  medical  infor- 
mation, including  their  study  results,  to  a 
physician  via  e-mail.  This  modality  is,  of 
course,  open  to  everyone,  and  apparently, 
they  think  nothing  of  it!  I will  see  two  to  three 
in-depth  medical  histories  e-mailed  to  me 
almost  on  a daily  basis. 

At  this  time,  it  is  very  difficult  to  assess 
the  overall  impact  of  the  Internet  on  med-ical 
practice,  but  there  are  now  at  least  five 
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monthly  journals  dealing  exclusively  with  the 
practice  of  medicine  over  the  Internet.  There 
are  very  few  subspecialties  in  medicine  that 
have  five  different  journals  published  in  their 
particular  field.  I think  it  is  fair  to  say  that  the 
interest  is  exponentially  increasing.  The  AMA 
to  their  credit,  has  assessed  this  impact  and 
felt  that  it  is  something  that  is  here  to  stay 
and  is  going  to  have  a dramatic  effect  on  the 
practice  of  medicine.  They  have  attempted  to 
develop  criteria  which  they  feel  will  benefit 
the  practice  of  medicine  over  the  Internet. 
They  have  established  committees  to  go 
around  the  country  lecturing  on  the  impact  of 
the  Internet  and  trying  to  bring  physicians  to 
the  reality  of  the  influence  of  this  modality. 

The  overriding  message  that  the  Internet 
brings  to  medical  care  is  that  providers,  i.e., 
hospitals  and  physicians,  will  no  longer  be  in 
charge  of  what  care  will  be  given  to  patients. 
Patients  now  have  access  to  enormous 
amounts  of  medical  knowledge  and  will  dic- 
tate to  the  providers  just  what  type  of  care 
they  wish  to  receive.  The  author  of  the  edito- 
rial lamented  this  fact,  but  it  is  a certainty 
and  will  not  go  away.  Physicians  must  under- 
stand that  it  is  going  to  escalate  in  every 
practice.  Managed  care’s  impact  on  medicine 
will  be  nothing  compared  to  the  profound  and 
far  reaching  effect  of  the  Internet.  Managed 
care  left  medical  care  geographically  intact. 
Now,  however,  the  Internet  opens  medical 
care  to  the  world.  I have  consulted  with 
people  in  Turkey,  Greece,  Italy  and  the  U.K. 
When  China  gets  opened  up  - it’s  hard  to 
imagine  what  might  happen. 

The  music  industry  was  turned  upside- 
down  by  MP3  and  Napster  and  now  the  film 
industry  is  undergoing  the  same  upheaval. 
The  medical  community  should  be  looking  at 
the  potential  effect  this  new  information  age 
will  have  on  the  local  practice  of  medicine. 


At  least  a dozen  universities  have  full- 
time, live  Internet  consultation  services  at- 
tempting to  draw  patients  to  their  facilities. 
These  free  information  sources  certainly  can 
be  potent  advertising  mechanisms,  and  with- 
out a doubt,  the  individual  given  good  service 
from  one  institution  is  going  to  be  highly 
inclined  to  seek  that  institution  out  for  inpa- 
tient care. 

The  AMA  with  its  “Internet  Road  Show”  is 
attempting  to  stimulate  physicians  to  awaken 
to  this  impact  of  the  Internet.  They  are  trying 
to  get  physicians  to  begin  to  experiment  with 
providing  services  over  the  Internet.  Obvi- 
ously, it’s  not  too  hard  to  believe  that  a 
patient  might  prefer  to  contact  his  physician 
by  e-mail  from  the  comfort  of  his  own  living 
room,  rather  than  sitting  in  the  physician’s 
waiting  room  for  an  hour  and  a half!  Today  the 
most  rapid  growing  segment  of  Internet  us- 
ers are  those  over  the  age  of  55.  These  indi- 
viduals have  the  time  and  the  money  and  it  is 
easy  for  them  to  get  a myriad  of  medical 
information  they  never  had  access  to  before. 
On  my  own  Internet  site,  which  certainly  does 
not  have  a large  advertising  budget,  I average 
400  to  600  hits  per  day,  many  of  these  are 
from  overseas  and,  obviously,  these  are  pa- 
tients that  are  not  using  their  own  local 
facilities;  moving  out  of  their  geographic  lo- 
cale for  medical  information  and  possible 
services.  I can  foresee  that  in  the  not  too 
distant  future  there  will  be  “Internet  Medical 
Facilities  of  the  World”  based  entirely  on  the 
web  and  Internet,  usurping  an  enormous 
amount  of  medical  service  and  care  at  local 
communities'  expense. 

I believe,  the  time  is  now  that  the  medical 
community  awaken  to  the  dramatic  and  com- 
pelling change  in  the  interaction  of  providers 
and  patients  and  make  sure  that  the  proper 
leadership  is  established  in  the  provision  of 
medical  care  over  the  Internet. 
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OBITUARY 


Richard  Norvell  Taylor,  M.D. 

Ben  C.  Corballis,  M.D. 


In  July  of  1956,  Dick  Taylor  came  to 
Wilmington  to  practice  surgery.  In  July  of 
2000,  he  returned  to  God.  By  any  yardstick 
imaginable,  Dick’s  life  in  Delaware  was  an 
enormous  success. 

When  Dick  arrived  in  1956,  he  was  imme- 
diately appointed  as  an  Attending  to  all  of  the 
New  Castle  County  hospitals.  In  August  of 
1956,  I arrived  at  the  Memorial  Hospital  to 
begin  a four-year  surgical  residency.  It  was 
there  that  I came  to  know  Dick  Taylor.  As  we 
began  to  work  together  as  teacher  and  stu- 
dent, we  soon  developed  a mutual  affection 
and  comfort  with  one  another.  During  the 
succeeding  four-year  period  our  bond  became 
closer  so  that  when  I finished  my  residency  I 
joined  him  in  his  office  in  the  practice  of 
general  and  vascular  surgery.  My  memories 
of  him  and  his  work  are  at  the  same  time 


Dr.  Corballis  practices  emergency  medicine  at  Christiana 
Care  Health  System  in  Newark,  Delaware. 


intensly  personal  and,  I hope,  appropriately 
objective. 

As  a friend,  Dick  was  without  equal.  When, 
in  1958,  I suffered  a penetration  of  a peptic 
ulcer  into  my  pancreas  causing  intense  pain, 
I awoke  to  find  Dick  by  my  bedside  in  one  of 
the  tiny  resident  rooms  at  the  Memorial 
Hospital  ministering  to  my  needs.  In  1967 
when  my  wife,  Pat,  developed  breast  cancer, 
Dick  was  not  only  her  surgeon  but  also  her 
ministering  angel.  He  saw  her  through  all  of 
the  vicissitudes  of  this  horrible  disease  up  to 
and  including  the  time  of  her  death  in  1969. 
No  one  could  have  asked  more  of  him  as  a 
surgeon  or  as  a friend.  In  surgery  Dick 
brought  something  new  to  Delaware.  He  was 
our  first  residency  trained  vascular  surgeon. 
And  as  such  he  immediately  set  the  surgical 
world  of  Delaware  back  on  its  heels.  It  was 
noted  in  his  obituary  that  since  vascular 
prostheses  were  not  manufactured  commer- 
cially in  those  days,  he  made  them  out  of 
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rayon  on  his  wife’s  sewing  machine.  What  was 
not  said  was  that  these  prostheses  were  in- 
credibly porous  and  during  installation  the 
initial  blood  loss  was  horrendous.  I well 
remember  the  consternation  in  the  pathology 
department  when  he  began  routinely  order- 
ing 10,  12,  and  14  pints  of  blood  before  sur- 
gery. But  he  began  saving  lives  that  would 
have  otherwise  been  lost,  saving  legs  that 
would  have  otherwise  been  lost,  and  restoring 
the  quality  of  life  to  many  patients. 

He  was  also  incredibly  generous  in  show- 
ing other  physicians  how  to  do  this  type  of 
work  and  became  one  of  the  finest  of  the 
teaching  Attendings  in  the  Memorial  Resi- 
dency Program.  It  was  not  long  before  he 
became  one  of  what  I consider  to  be  Delaware’s 
four  leading  surgeons,  John  Pierson,  Harry 
Rafal,  Ed  Mekanik  and  now,  Dick  Taylor. 

Dick  established  clinics  in  the  downstate 
hospitals.  On  a monthly  basis  he  “rode  the 
circuit,”  consulting  with  downstate  doctors 
on  difficult  vascular  and  other  surgical  prob- 
lems. When  I joined  him  in  practice,  we  began 
a system  where  we  alternated  months  on  this 
visitation.  I was  always  amused  to  see  the  ill 
concealed  disappointment  on  the  faces  of  the 
downstate  doctors  when  I would  arrive  in- 
stead of  “the  master.”  I was  never  offended 
because  I was  in  awe  of  how  he  was  able  to 
develop  relationships  with  people  and  bring 
to  not  only  doctors  but  also  patients  his 
innate  sense  of  goodness  and  decency  and 
concern  for  their  welfare. 

He  became  a leading  teacher  for  the  Me- 
morial Surgery  Residency  Program.  Most 
especially  he  took  a great  interest  in  doctors 
who  had  come  from  other  countries  to  learn 
surgery  here.  He  went  out  of  his  way  to  make 
sure  they  felt  welcome  and  were  taught  the 
best  we  had  to  offer.  I am  absolutely  certain 
that  as  word  spreads  throughout  the  world  of 
Dick’s  passing,  there  will  be  doctors  in  many 
countries  who  mourn  the  loss  of  this  great  and 
true  friend. 

He  taught  not  only  the  techniques  and 
philosophy  of  surgery  but  also  the  bedrock 
principle  that  the  patient  should  be  the 
surgeon’s  prime  focus.  We  all  learned  that 
you  saw  your  patient  in  the  hospital  first 
thing  in  the  morning  and  last  thing  again  in 


the  evening  before  you  went  home.  And  he 
taught  me  in  particular  the  lesson  that  pa- 
tients should  have,  at  all  times,  access  to 
their  doctor.  From  the  day  he  entered  prac- 
tice until  the  day  he  retired,  his  home  phone 
number  was  in  the  white  pages.  As  a result, 
so  was  mine,  and  I have  never  regretted  doing 
so. 

Dick  was  a member  of  Tom  Brokaw’s 
“Greatest  Generation.”  He  served  heroically 
as  an  airborne  trooper  fighting  in  the  Battle 
of  the  Bulge. 

Many  times  during  the  long  hours  of  sur- 
gery when  he  and  I were  together,  he  told  me 
of  his  experiences  fighting  in  Belgium  and 
Germany.  These  were  told  not  to  glorify  his 
participation  but  to  bring  out  the  horrors  of 
war  and  his  own  personal  experience  of  man’s 
inhumanity  to  man.  But  he  did  not  become 
cynical.  He  became  in  fact  more  optimistic 
and  determined  to  make  the  world  a better 
place. 

During  not  only  the  long  hours  we  spent 
together  in  surgery  when  I was  a resident  but 
in  the  years  of  our  association  in  private 
practice  thereafter,  Dick  spoke  often  and 
warmly  of  his  wife,  Ginny,  and  his  children.  I 
heard  all  of  the  vicissitudes  of  the  “Mr.  Fixit” 
required  to  live  in  the  house  on  Red  Oak  Road. 
I heard  his  aspirations  for  each  of  the  chil- 
dren as  they  grew,  and  although  he  didn’t 
express  it  in  so  many  words,  his  deep  love  and 
commitment  to  Ginny,  his  lifelong  partner. 

We  also  spoke  a great  deal  about  religion. 
Dick  was  a very  devout  church-going  Chris- 
tian. We  shared  in  that  part  of  our  lives  a 
common  commitment.  Dick’s  love  of  God  and 
God’s  love  for  him  pervaded  his  life,  guided  all 
of  his  activities,  giving  him  a purpose,  a 
direction,  and  a reason  for  being  here. 

Richard  Norvell  Taylor,  was  a Christian 
gentleman,  a loving  and  committed  husband 
and  father,  and  a great  and  dedicated  sur- 
geon and  humanitarian.  The  world  is  a much 
better  place  because  he  was  here.  We  grieve, 
but  it  is  for  ourselves  in  missing  him  that  we 
grieve,  for  he  has  gone  to  the  reward  which  he 
spent  his  life  earning  and  lived  in  the  absolute 
confidence  that  if  he  lived  as  he  should  he 
would  achieve. 
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OFFICE  SPACE  AVAILABLE 


Trolley  Square  area 

Newly  renovated  professional  office  space 

Two  offices  with  secretarial  space  and  use  of  waiting  room 

Free  off-street  parking 

Across  from  Brandywinde  Park  and  tennis  courts 

Contact  Dan  Lyons  at  302-777-5698 


The  Lyons  Law  Firm  • 1526  Gilpin  Avenue  • Wilmington,  DE  19806 

elyons@lyonslaw.com 


Your  Prescription  for  a Healthy  Practice 


Managed  care  and  market-driven  reforms  are  forcing 
profound  changes  in  the  way  health  care  providers  operate. 
Questions  about  patient  care  are  now  issues  of  patient  cost. 

McBride  Shopa  can  help  you  concentrate  on  your 
profession,  giving  you  the  remedy  you  need  to  operate 
an  efficient  and  cost  effective  practice. 

As  members  of  the  CPA  Healthcare  Network, 

McBride  Shopa  can  provide  you  with  medical 
practice  consulting  and  educational  resources. 

Members  of  the  Delaware  Society  of  CPA's,  the  American  Institute  of  CPA's, 
Independent  Accountants  International,  and  the  Delaware  Medical  Group 
Management  Association. 


Certified  Public  Accountants  and  Management  Consultants 

270  Presidential  Drive  • Wilmington,  Delaware  19807  • (302)  656-5500  • www.mcbrideshopa.com 
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• Anxiety-Free  Non-Claustrophobic  Open  Design 

• High  Resolution  Thin-Slice  Imaging 


• MR  Angiography 

• Full  Range  of  MRI  Procedures 

• State-of-the-Art  Open-Air  System 

• Board  Certified  Fellowship 
Trained  MRI  Radiologists 

• Two  Convenient  Locations  - Newark  and  Wilmington 


Administrative  Director 

Steven  L.  Edell,  D.O.  F.A.C.R. 


Medicai  Director 

Andrew  H.  Sheer,  M.D. 


MRi  Radioiogists 

Michael  R.  Clair,  M.D. 
Kenneth  E.  Brumberger,  M.D. 
Andrew  H.  Sheer,  M.D. 


G-39  Omega  Drive  • Newark,  Delaware  19713  • 302-738-1700 
3211 -A  Concord  Pike  • Wilmington,  Delaware  19803  • 302-479-5400 


DOMESTIC  VIOLENCE  - PART  1 


Domestic  Violence:  A Resource  Manual  for 
Healthcare  Providers  for  the  State  of  Delaware 

Part  1 : Understanding  Domestic  Violence 


The  Medical  Subcommittee  of  the  Delaware  Domestic  Violence  Coordinating  Council 
(DVCC)  has  worked  on  and  completed  Domestic  Violence:  A Resource  Manual  for 
Healthcare  Providers  for  the  State  of  Delaware.  It  is  both  an  educational  tool  and  a handy 
resource  for  documentation  and  reference,  with  many  examples  of  clinical  guidelines, 
screening  questions  and  checklists  for  safety  screening.  It  is  intended  for  all  healthcare 
providers,  not  just  physicians. 

The  Delaware  Medical  Journal  will  be  reprinting  three  very  important  chapters  from  this 
manual:  Understanding  Domestic  Violence,  Legal  Issues,  and  Health  Care  Provider's 
Response. 

A free  copy  of  Domestic  Violence:  A Resource  Manual  for  Healthcare  Providers  forthe  State 
of  Delaware,  in  its  entirety  (Five  Chapters  and  ten  Appendices),  can  be  obtained  by  calling 
the  Delaware  Coalition  Against  Domestic  Violence  at  1 -800-701 -0456.  You  may  also  e-mail 
your  request  to  dcadv@aol.com. 


DOMESTIC  VIOLENCE: 

WHY  DOES  IT  HAPPEN? 

Domestic  violence  is  a pat- 
tern of  abusive  and  control- 
ling behavior  that  occurs 
within  an  adult  intimate  re- 
lationship. Many  factors  con- 
tribute to  the  problem  of  do- 
mestic violence.  Historically, 
violence  in  the  family  was 
considered  a private  matter, 
best  resolved  by  the  family 
itself.  In  addition,  common 
law  upheld  a husband’s  right 
to  physically  punish  his  wife 
though  this  right  was  not  re- 
ciprocal (Dobash  and  Dobash, 
1979).  These  circumstances 
reinforced  the  belief  that  fam- 
ily matters  were  outside  the 


realm  of  public  scrutiny,  leav- 
ing victims  of  domestic  vio- 
lence virtually  no  recourse 
but  to  live  with  the  abuse. 
Over  the  last  twenty  years 
there  have  been  major  shifts 
in  these  attitudes  and  new 
laws  enacted  to  protect  vic- 
tims of  domestic  violence. 
Still,  the  legacy  of  the  past 
can  affect  current  interven- 
tions. For  example,  health 
care  providers  may  be  reluc- 
tant to  ask  questions  consid- 
ered too  personal  regarding 
patients’  intimate  relation- 
ships. Criminal  justice  per- 
sonnel may  resent  the  time 
spent  on  calls  that  are  “just 
domestics.”  These  attitudes 
continue  to  impede  effective 


intervention  efforts  and  can 
put  victims  and  their  chil- 
dren at  increased  risk  for 
further  abuse. 

There  is  also  plenty  of 
evidence  to  suggest  that  do- 
mestic violence  is  learned  be- 
havior. Research  has  found 
that,  at  least  for  some  perpe- 
trators, exposure  to  violence 
in  the  family  as  a child  may 
contribute  to  violent  behav- 
ior in  adult  intimate  rela- 
tionships (Hotaling  and 
Sugarman,  1986;  Dutton, 
1988).  In  addition,  media 
portrayals  of  intimate  rela- 
tionships are  often  violent 
and  highly  sexualized  and 
conflicts  between  partners 
are  characterized  by  verbal 
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abuse  and  physical  aggres- 
sion. Of  course,  the  level  of 
generalized  violence  in  the 
media  including  movies,  tele- 
vision shows  and  video  games 
contributes  to  a culture  that 
accepts  violence  as  a means 
of  expression. 

Social  and  religious  insti- 
tutions may  also  reinforce 
belief  systems  that  condone 
a man’s  right  to  act  as  “head 
of  the  family.”  This  hierar- 
chical view  of  family  relation- 
ships affirms  the  primacy  of 
the  husband/father. 

Batterers  may  use  this  belief 
to  justify  the  use  of  violence 
as  a means  of  controlling  an 
intimate  partner.  These 
same  institutions  may  view 
marriage  as  an  unbreakable 
bond.  Thus,  cultural  and  re- 
ligious values  can  reinforce 
the  shame  and  isolation  that 
so  often  characterize  abusive 
relationships  and  create  bar- 
riers for  victims  who  might 
otherwise  seek  help. 

Domestic  violence  is  a so- 
cial problem  that  can  not  be 
defined  or  explained  by  any 
one  cause  or  factor.  Violent 
and  abusive  behavior  in  rela- 
tionships results  from  a com- 
plex mix  of  learned  behavior, 
cultural  values  and  histori- 
cal precedent.  It  is  impor- 
tant to  note  that  domestic 
violence  is  not  caused  by  the 
victims’  behavior,  the  use  of 


alcohol  or  drugs,  stress  or 
mental  illness.  Domestic  vio- 
lence is  learned  behavior  and 
can  be  controlled.  Perpetra- 
tors make  a choice  to  engage 
in  abusive  behavior  because 
they  can  and  because  it  works. 

CHARACTERISTICS  OF 
VICTIMS  AND 
PERPETRATORS 

Who  Are  the  Victims? 

Victims  of  domestic  violence 
can  belong  to  any  socio-eco- 
nomic, ethnic  or  racial  group. 
They  may  be  old  or  young, 
female  or  male,  gay  or 
straight.  In  heterosexual  re- 
lationships, the  majority  of 
known  victims  are  female.’ 
In  many  cases,  the  victim’s 
goal  in  seeking  assistance  is 
not  to  end  the  relationship 
but  to  end  the  violence.  The 
abuse  may  affect  their  ability 
to  get  or  keep  a job,  maintain 
contact  with  friends  and  fam- 
ily, and  develop  connections 
within  their  communities. 
Ultimately,  it  can  have  long- 
term effects  on  their  physi- 
cal and  emotional  well-being. 
Victims  are  likely  to  have 
developed  strategies  to  cope 
with  the  violence  in  their  lives 
and  to  keep  their  children 
safe.  Teens  in  abusive  dating 
relationships  are  likely  to  see 
possessiveness  and  jealousy 


as  signs  of  affection.  They 
may  be  confused  by  conflict- 
ing feelings  of  love,  anger 
and  fear  but  reluctant  to  turn 
to  adults  for  help. 

Who  Are  the  Perpetrators? 

Perpetrators  can  also  belong 
to  any  socio-economic,  eth- 
nic or  racial  group.  They  too 
may  be  old  or  young,  female 
or  male,  gay  or  straight.  In 
heterosexual  relationships, 
the  majority  of  known  perpe- 
trators are  male.  They  may 
have  been  abused  as  children 
or  witnessed  a parent  or  other 
family  member  being  abused. 
Abusive  partners  often  ex- 
hibit a pattern  of  jealous  and 
controlling  behavior  that  iso- 
lates, threatens  and  fright- 
ens their  partner.  They  may 
see  their  partner  as  central 
to  their  existence.  They  may 
be  violent  only  within  the  re- 
lationship or  the  family.  Vio- 
lent partners  can  also  be  lov- 
ing partners  and  caring  par- 
ents. 

Understanding  domestic 
violence  involves  accepting 
that  there  are  no  quick  fixes 
or  easy  solutions.  Abusive 
relationships  are  first  and 
foremost,  relationships.  Vic- 
tims and  perpetrators  are 
likely  to  inhabit  the  same 
house,  share  in  the  care  of 
children,  and  have  the  same 
circle  of  friends.  As  discussed 


’ *The  majority  of  cases  involving  heterosexual,  intimate  violence  that  come  to  the  attention  of  the  police,  courts,  shelters  and 
other  direct  service  providers  involve  women  victims  and  male  perpetrators.  For  example,  in  1 998  Protection  from  Abuse  orders 
were  issued  to  1 736  female  petitioners  and  224  male  petitioners  by  Delaware’s  Family  Court.  There  is  some  evidence,  based 
on  general  population  surveys,  that  male  rates  of  victimization  are  equal  to  those  of  female  rates.  However,  these  studies 
continue  to  be  the  subject  of  much  debate  regarding  the  context  in  which  abusive  behavior  occurs,  the  use  of  self  defense,  and 
the  level  of  injury  resulting  from  the  violence.  The  fact  remains  that  women  are  much  more  likely  to  be  seriously  injured  or  killed 
as  a result  of  domestic  violence.  Still,  all  acts  of  violence  and  abuse  must  be  taken  seriously  and  all  those  at  risk  screened 
in  health  care  settings.  With  the  exception  of  shelter  bed  space,  domestic  violence  programs  in  Delaware  offer  services  to  male 
and  female  victims. 
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in  the  section  “Why  Victims 
Stay,”  there  are  many  fac- 
tors that  help  to  determine 
whether  the  couple  stays  to- 
gether and  whether  the  abu- 
sive or  controlling  behavior 
can  be  changed  or  stopped. 

POWER  AND  CONTROL 

teohniques 

Physical  violence  is  the  most 
typical  form  of  abuse  associ- 
ated with  domestic  violence. 
Yet,  victims  suffer  many 
types  of  abuse  at  the  hands  of 
their  partners.  Sexual  coer- 
cion and  assault  are  fre- 
quently part  of  the  dynamic 
of  a violent  relationship.  In 
addition,  the  power  and  con- 
trol tactics  described  below 
reflect  the  common  experi- 
ences of  many  victims  of  re- 
lationship violence.  These 
tactics  are  used  by  perpetra- 
tors of  domestic  violence  to 
maintain  power  and  control 
over  their  partners. 

Economic  Abuse 

The  perpetrator  maintains 
tight  control  over  the  couple’s 
finances  and  oversees  what 
money  the  victim  may  have 
or  spend.  The  perpetrator 
may  not  allow  the  victim  to 
work;  may  sabotage  any  ef- 
forts the  victim  makes  to  get 
or  keep  a job  and  may  require 
that  the  vicitim  relinquish  all 
earnings  to  the  abusive  part- 
ner. 

Coercion  And  Threats 

The  perpetrator  may 
threaten  to  harm  the  victim, 
victim’s  children,  other  fam- 
ily members  or  family  pet. 
They  may  also  force  the  vic- 


tim to  engage  in  acts  against 
her/his  will  or  threaten  to 
turn  the  victim  into  the  Im- 
migration and  Naturalization 
Service,  the  Internal  Rev- 
enue Service  or  some  other 
government  agency.  Threats 
of  suicide  by  the  perpetrator 
are  also  very  common. 

Intimidation 

The  perpetrator  may  try  to 
intimidate  the  victim.  This 
intimidation  may  occur 
through  menacing  looks  or 
expressions,  destroying 
property  in  front  of  the  vic- 
tim or  by  hurting  or  killing 
the  family  pets.  Also,  the 
perpetrator  may  display 
weapons  in  front  of  the  vic- 
tim as  a means  of  frightening 
her  or  him. 

Emotional  Abuse 

The  perpetrator  may  use 
emotional  abuse  to  convince 
the  victim  that  they  are  crazy 
or  irrational,  thus  causing 
them  to  doubt  their  own  be- 
liefs, experiences  or  feelings. 
This  emotional  abuse,  in  the 
form  of  name  calling,  con- 
stant criticism  and  insults,  is 
much  more 

serious  than  the  occasional 
argument.  To  the  contrary, 
the  perpetrator  often  con- 
tinually humiliates  and  de- 
grades her/his  partner,  thus 
wearing  away  at  the  victim’s 
self-esteem. 

Isolation 

The  perpetrator  often  tries 
to  isolate  the  victim  from 
friends  and  family  members. 
The  victim  may  not  be  al- 
lowed to  leave  home  without 
permission  and  may  be  for- 
bidden from  making  tele- 


phone calls.  Eventually,  the 
victim  can  become  completely 
cut  off  from  anyone  who  might 
be  able  to  help  her/him  es- 
cape from  the  abuse. 

Minimizing,  Denying,  Blaming 

The  perpetrator  is  likely  to 
minimize  or  even  deny  their 
actions  even  in  cases  where 
injury  occurs.  If  the  police 
were  called,  but  did  not  make 
an  arrest,  the  perpetrator 
may  rely  on  their  inaction  to 
deny  wrongdoing.  Also,  the 
abusive  partner  will  often 
blame  the  victim  for  their 
violent  behavior  and  all  too 
often,  the  victim  will  accept 
at  least  some  responsibility 
for  the  abuse  perpetrated 
upon  them. 

Using  Children 

Perpetrators  may  use  the 
children  to  maintain  control 
over  the  victim  of  the  abuse. 
The  perpetrator  may 
threaten  to  harm  the  chil- 
dren or  to  kidnap  them  and 
flee  the  jurisdiction.  Also, 
the  perpetrator  may  tell  the 
victim  that  if  they  leave,  they 
will  have  abandoned  the  chil- 
dren and  will  lose  custody 
forever.  The  victim  can  also 
be  made  to  feel  guilty  for 
breaking  up  the  family  if  she/ 
he  leaves  the  situation. 

Using  Male  Privilege 

Perpetrators  may  treat  the 
victim  like  a servant,  making 
all  the  important  decisions, 
acting  like  the  “master  of  the 
castle,”  being  the  one  to  de- 
fine men’s  and  women’s  roles. 

The  majority  of  domestic  vio- 
lence victims  experience 
some  combination  of  the 


Del  Med  Jrl,  October  2000,  Vol  72  No  10 


453 


Domestic  Violence  - Part  1 


power  and  control  tactics 
described  above. 


CYCLE  OF  VIOLENCE 

The  Cycle  of  Violence  was 
first  described  by  Lenore 
Walker  in  her  1979  work,  The 
Battered  Woman.  This  model 
can  be  useful  when  trying  to 
understand  the  complex  dy- 
namics that  occur  in  violent 
or  abusive  relationships.  The 
Cycle  of  Violence  has  been 
described  as  having  three 
stages;  the  tension  building 
stage;  the  violent  episode; 
and  the  honeymoon  stage. 
Each  stage  is  defined  by  cer- 
tain characteristics.  During 
the  tension  building  phase, 
the  relationship  is  typified 
by  increasing  hostility  and 
stress  that  may  be  accompa- 
nied by  frequent  arguments 
and  perhaps  limited  violence. 
This  stage  may  eventually  es- 
calate to  a more  serious  inci- 
dent of  violent  and/or  abu- 
sive behavior.  It  is  during 
this  second  phase  that  injury 
is  most  likely  to  occur.  It  is 
also  at  this  time  that  the 
victim  in  an  abusive  relation- 
ship may  seek  some  type  of 
intervention  or  assistance. 
The  violent  episode  is  fre- 
quently followed  by  a third 
phase,  often  referred  to  as 
the  honeymoon  phase.  This 
phase  is  characterized  by  re- 
morse on  the  part  of  the  per- 
petrator and  hope  for  change 
on  the  part  of  the  victim. 

Although  not  all  abusive 
relationships  follow  this  cy- 
clical pattern,  the  cycle  of 
violence  can  help  to  explain 
what  both  the  victim  and  the 


abusive  partner  are  experi- 
encing in  many  instances.  The 
victim  of  abuse  may  be  more 
interested  in  stopping  the  vio- 
lence than  in  ending  the  rela- 
tionship, while  the  perpetra- 
tor may  be  afraid  his/her 
partner  will  want  to  leave. 
The  honeymoon  phase  rep- 
resents their  efforts  to  re- 
pair and  normalize  the  rela- 
tionship and  may  provide  the 
victim  with  hope  that  the 
batterer’s  behavior  will 
change.  In  addition,  the  dif- 
ficulties involved  in  ending  a 
violent  relationship  may 
seem  overwhelming  for  the 
victim  of  domestic  violence. 
Unfortunately,  in  many  abu- 
sive relationships  the  vio- 
lence will  continue  and  may 
escalate  over  time  without 
intervention. 


WHY  VICTIMS  STAY  IN 
ABUSIVE  RELATIONSHIPS 

A frequently  asked  question 
regarding  victims  in  abusive 
relationships  is  “why  don’t 
they  just  leave?”  While  it 
seems  a simple  enough  way 
to  end  the  abuse,  the  reality 
is  that  leaving  a violent/abu- 
sive relationship  is  anything 
but  simple. 

Leaving  an  abusive  rela- 
tionship does  not  guarantee 
an  end  to  the  abuse;  rather, 
the  abuse  often  escalates  at 
the  time  of  separation.  The 
majority  of  domestic  violence 
murder-suicides  occur  after 
the  victim  has  tried  to  leave 
the  relationship.  The  fact 
that  many  victims  do  leave  or 
seek  help  is  truly  remark- 
able in  light  of  the  many  bar- 


riers they  face.  Some  of  these 
include: 

• lack  of  awareness  of 
services 

• fear  of  retaliation  by 
the  batterer 

• lack  of  financial  re- 
sources 

• fear  of  losing  custody  of 
the  children 

• fear  of  not  being  be- 
lieved 

• religious,  family  and 
societal  pressures 

• shame 

• denial  of  seriousness  of 
abuse 

• belief  that  the  batterer 
will  change 

• lack  of  support  network 

• cultural  and  ethnic/ 
racial  barriers 

Despite  the  many  obstacles 
faced  by  victims,  people  con- 
tinue to  ask  “why  don’t  they 
just  leave?”  It  is  time  for  us 
to  change  the  dialogue.  In- 
stead of  placing  the  burden 
on  the  victim  to  get  out  of  the 
abusive  relationship,  it  is 
time  that  we  shift  the  focus 
to  the  person  responsible  - 
the  abusive  partner.  Instead 
of  asking  why  the  victims  will 
not  leave,  it  is  time  that  we 
ask  instead,  “why  do  people 
abuse  and  why  is  it  allowed  to 
continue?” 


IMPACT  OF  CULTURAL 
ISSUES  ON  VICTIMS  OF 
DOMESTIC  VIOLENCE 

Cultural  differences  can  add 
further  barriers  to  victims 
attempting  to  end  abusive  re- 
lationships. In  addition  to 
dealing  with  all  the  obstacles 
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listed  above,  victims  from 
diverse  cultures  must  often 
work  with  programs  and  ser- 
vices that  are  unfamiliar  with 
their  language  or  customs 
and  may  seem  unresponsive 
to  their  needs.  Courts,  social 
service  agencies  and  advo- 
cacy programs  often  lack  full- 
time interpreters  to  assist 
non-English  speaking  victims 
in  filing  complaints  or  access- 
ing services.  Shelters  may 
not  serve  familiar  foods  or 
may  have  different  beliefs  re- 
garding child  rearing  and  dis- 
cipline. Victims  who  lack  ex- 
perience with  the  criminal 
justice  system  or  who  fear 
law  enforcement  may  toler- 
ate the  abuse  rather  than  call 
police.  And,  undocumented 
immigrant  victims  may  be 
afraid  to  involve  law  enforce- 
ment out  of  fear  that  contact 
with  the  criminal  justice  sys- 
tem could  result  in  deporta- 
tion for  the  victim  and/or 
their  family. 

EFFECTS  ON  CHILDREN 

Children  of  all  ages  can  be 
deeply  affected  by  domestic 
violence.  While  many  vic- 
tims attempt  to  and  believe 
they  can  hide  the  violence 
from  their  children,  advo- 
cates and  law  enforcement 
officers  who  come  in  contact 
with  these  children  now  know 
better.  Although  estimates 
vary,  it  is  believed  that  ap- 
proximately 85%  of  children 
in  abusive  households  are 
aware  of  the  violence.  The 
effects  can  begin  startlingly 
early.  Infants  exposed  to 
violence  may  not  develop  the 
appropriate  attachments  to 


their  caretakers  who  are  cru- 
cial to  their  development,  and 
may  suffer  from  “failure  to 
thrive.”  Preschool  children 
in  violent  homes  may  regress 
developmentally  and  suffer 
sleep  disturbances,  includ- 
ing nightmares.  School  age 
children  who  witness  violence 
exhibit  a range  of  problem 
behaviors  including  depres- 
sion, anxiety,  violence  toward 
peers,  and  difficulty  with 
authority.  In  some  cases  the 
anxiety  level  can  be  so  high 
children  are  afraid  to  attend 
school  for  fear  of  what  will 
happen  to  the  abused  parent 
when  they  are  not  home 
(Family  Violence  Prevention 
Fund,  2000).  Adolescents  ex- 
posed to  domestic  violence 
are  at  increased  risk  for  re- 
peating abusive  behavior  pat- 
terns in  their  dating  rela- 
tionships. They  are  also  at 
increased  risk  for  alcohol  and 
drug  abuse,  criminal  behav- 
ior and  eventual  entry  into 
the  criminal  justice  system. 
A study  funded  by  the  Na- 
tional Institute  of  Justice 
found  that  early  childhood 
abuse  and  neglect  place  vic- 
tims at  an  increased  risk  for 
delinquency,  adult  criminal- 
ity and  violent  criminal  be- 
havior. Being  abused  or  ne- 
glected as  a child  increases 
the  risk  of  arrest  as  a juve- 
nile by  53  percent,  as  an  adult 
by  38  percent  and  for  a vio- 
lent crime  by  38  percent  (Wil- 
son, 1992). 

: In  The  Children  of  Bat- 

tered Women,  Jaffe  (1990  et 
al.)  offers  the  following  list  of 
symptoms: 

• eating,  sleeping  disorders; 

• mood  related  disorders 


such  as  depression, 
emotional  neediness; 

• overcompliance, 
clinginess,  withdrawal; 

• aggressive  acting  out; 
destructive  rages; 

• detachment,  avoidance, 
a fantasy  family; 

• somatic  complaints; 

• finger  biting,  restless- 
ness, shaking,  stutter- 
ing; 

• school  problems  and 

• suicidal  ideation. 

In  addition  to  the  effects  of 
exposure  to  DV,  children  who 
live  with  a batterer  are  also 
at  risk  of  serious  injury.  Chil- 
dren can  be  the  focus  of  the 
batterer’s  violence  as  a means 
of  controlling  the  victim 
(threats  to  hurt  children  if 
the  victim  attempts  to  leave); 
children  can  be  in  the  wrong 
place  when  the  abuse  begins 
(standing  beside  a victim 
when  a chair  is  thrown);  or 
older  children  may  try  to  in- 
tervene (desperate  to  make 
the  abuse  stop,  they  get  be- 
tween the  victim  and  the 
abuser). 

While  not  all  children  will 
suffer  physical  injury  or  long- 
term emotional  effects  from 
exposure  to  domestic  vio- 
lence, recent  studies  of  indi- 
viduals in  the  criminal  jus- 
tice system  identified  child 
abuse,  sexual  assault  and  do- 
mestic violence  as  common 
experiences  of  many  adult 
male  and  female  prisoners. 

Providing  support  and  re- 
ferral to  the  victim  of  domes- 
tic violence  is  the  first  step  in 
the  process  of  ending  the 
cycle  of  abuse  for  the  victim 
and  their  children.  Many 
types  of  community-based 
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24  Hour  Domestic  Violence  Hotlines 

New  Castle  County 

Child,  Inc.;  302-762-6110 
Bilingual  DV  Hotline:  1-888-522-2571 

Kent/Sussex  Counties 

Families  in  Transition:  302-422-8058 
Bilingual  DV  Hotline:  302-228-5906 
8:00-5:00,  Monday-Friday  Only 
Bilingual  DV  Hotline:  302-228-5904 
Evenings,  Weekends,  Holidays 


programs  offer  support  and 
assistance  through  shelter 
services,  treatment  centers 
and  advocacy  programs. 

SAFETY  ASSESSMENT  AND 
PLANNING 

Everyone  who  works  with  vic- 
tims of  domestic  violence  in 
any  capacity  should  be  aware 
of  the  basic  elements  of  safety 
assessment  and  planning,  and 
the  HCP  is  no  exception.  Do- 
mestic violence  advocates 
recognize  three  basic  steps 
when  assessing  the  risks  fac- 
ing a victim  and  planning  for 
her/his  safety: 

1.  Understand  how  the  abused 
person  feels  about  their  present 
situation. 

The  first  step  is  often  the 
most  difficult  one  for  those 
of  us  in  health  care  because  it 
requires  us  to  step  back  and 
allow  the  victim  to  take  the 
lead.  Yet  this  step  is  abso- 
lutely crucial  if  we  are  going 
to  provide  effective  interven- 
tion in  domestic  violence 
cases.  An  effective  safety 
plan  must  be  based  upon  the 
priorities,  needs  and  options 
that  the  victim  has  identified 
as  most  important  to  her  or 
him.  Understanding  how  a 
victim  feels  about  their  situ- 
ation can  help  us  develop 


workable  alternatives  that  fit 
the  current  circumstances. 
A first  step  is  to  assess 
whether  the  victim  is  afraid 
of  their  partner.  Are  they 
afraid  to  go  home?  Is  the 
abusive  partner  currently  in 
the  vicinity?  Is  the  victim 
planning  to  leave  the  situa- 
tion, even  on  a temporary 
basis,  or  are  they  planning  to 
return  to  the  home? 

2.  Assess  the  immediate  situa- 
tion. 

A second  step  is  to  assess  the 
immediate  situation  based 
upon  the  victim’s  intentions. 
If  she/he  does  not  feel  safe, 
are  there  friends  or  family  to 
call,  a safe  place  to  go?  Con- 
ducting a risk  assessment  can 
help  the  victim  identify  the 
level  of  risk  they  may  face. 
Risk  Assessments  look  at 
various  factors  such  as: 

• Does  the  abuser  have  ac- 
cess to  a weapon? 

• Have  there  been  threats 
of  homicide  or  suicide? 

• Is  the  violence  escalat- 
ing? 

• Is  there  substance  abuse? 

• Has  there  been  a recent 
separation/filing  for  di- 
vorce? 

• Are  there  court  orders 
that  limit  access  to  chil- 
dren? 

• Animal  abuse? 

Victims  planning  to  leave  the 
relationship  have  a number 
of  options.  They  may  call  for 
shelter  services,  file  a civil  or 
criminal  action  or  stay  tem- 
porarily with  friends  or  fam- 
ily. It  is  important  to  re- 
member that  except  in  those 
circumstances  described  in 
Section  HI,  Legal  Issues,  it  is 
a breach  of  confidentiality  to 


call  the  police  without  the 
victim’s  consent.  (Section  III, 
Legal  Issues,  will  be  reprinted  in  the 
November  issue  of  the  Delaware  Medi- 
cal Journal.) 

HCPs  can  assist  victims 
who  are  returning  to  their 
partners  by  exploring  the 
emergency  resources  avail- 
able to  them.  Does  the  victim 
have  someone  she/he  can  call 
if  in  need  of  help?  Are  there 
family  members  or  friends  to 
call  or  neighbors-^to  alert? 
Can  children  be  taught  to  call 
911  if  they  become  fright- 
ened by  abusive  behavior?  It 
can  be  useful  to  discuss  with 
the  victim  what  they  think 
will  happen  when  they  return 
home.  How  will  their  partner 
react?  Are  they  able  to  an- 
ticipate violent  episodes  and 
take  precautions? 

3.  Discuss  the  community  and  le- 
gal resources. 

The  third  step  in  safety  plan- 
ning is  to  know  the  commu- 
nity resources  and  legal  op- 
tions available  for  victims  of 
domestic  violence  and  their 
families.  The  domestic  vio- 
lence hotline  numbers  are 
perhaps  the  single  most  im- 
portant resource,  but  there 
are  a multitude  of  services 
available  throughout  Dela- 
ware. (Many  of  these  are  listed  in 
Appendix  B of  the  Delaware  Domestic 
Violence  manual  and  will  not  be  re- 
printed in  the  Delaware  Medical  Jour- 
nal.) In  addition,  it  is  helpful 
if  the  HCP  is  somewhat  fa- 
miliar with  the  legal  re- 
courses for  those  who  have 
been  victimized  by  an  inti- 
mate partner.  As  described 
in  Section  III  of  this  manual, 
there  are  both  civil  and  crimi- 
nal remedies  that  may  be 
helpful  to  many  victims  of 
domestic  violence. 
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Monet  to  Miro:  Masterworks  of  European  Modernism,  a select  group  of  six  paintings  by  six  of  the  world’s  most  renowned  artists, 
will  be  on  view  at  the  Delaware  Art  Museum  through  November  1 , 2000.  These  works  represent  various  approaches  to  the 
observation  and  interpretation  of  nature  that  contributed  to  the  evolution  of  modern  art.  Each  work,  painted  by  a master  of  late 
1 9th  and  early  20th  century  art,  presents  a vision  of  the  world  rendered  through  a distinctive  personal  expression  and  style. 
The  various  styles  of  painting  on  view  can  generally  be  identified  as  Realism,  Impressionism  and  Surrealism.  The  paintings, 
on  loan  from  a private  collection,  offer  a unique  glimpse  into  the  creative  virtuosity  of  each  artist. 

The  painting  Dancer  Taking  a Bow  (The  Prima  Ballerina),  c.1 877,  by  Edgar  Degas  (1 834-1 91 7),  is  an  exquisitely  beautiful 
and  startling  work  that  illuminates  the  ballerina’s  face  with  theatrical  brilliance.  The  Casino  at  Monte  Carlo,  1890,  by  Jean 
Beraud  (1849-1935),  painted  with  dramatic  light  effects,  captures  the  anticipation  and  excitement  of  high-stakes  betting  at 
a gaming  table  in  Monte  Carlo.  The  Impressionistic  paintings  Hermitage  Garden,  Maison  Rouge,  1 877,  by  Camille  Pissarro 
(1830-1 903)  and  Young  Women  at  Water’s  Edge,  1 885,  by  Pierre-Auguste  Renoir  (1 841  -1 91 9),  capture  the  quieter  aspects 
of  the  leisureiy  activities  of  French  middle-class  life  of  that  era. 

The  splendors  of  nature  are  revealed  by  Claude  Monet  (1840-1926)  in  his  painting  Water-Lily  Pond  with  Bridge,  1 905,  of 
the  Japanese  footbridge  and  lily  pond  at  his  garden  at  Giverny.  While  Monet  records  the  external  beauty  of  nature,  the  Spanish 
artist  Joan  Miro  (1893-1983)  presents  an  internal  perception  of  the  world  on  a surreal  plane  that  suggests  origination  in  a 
dream.  Miro’s  painting.  Dialogue  of  Insects,  1 924-25,  is  a work  filled  with  humor  and  fantasy. 

Call  302-57 1 -9590  for  more  information. 
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Q:  What  loses  value  faster  than  a car? 


A:  A medical  computer  system. 


BLUE  OX 

MEDICAL 

NETWORK 


CERNER 

SYSTEMS 


Frustrated  by  lost  phone  messages  and  lab  slips?  Charts  disappearing  from  your  desk?  Let  us 
help  you  eliminate  those  problems  and  get  you  baek  to  the  job  you  were  trained  to  do-  seeing  and 
treating  patients! 

The  First  State’s  first  integrated  Application  Service  Provider  (ASP)  is  on  the  horizon.  Look  to 
the  Blue  OX  Medical  Network  for  practical  solutions  to  your  practice  management  problems. 
The  Blue  OX  will  provide  you  with  secure  access  to  your  electronic  medical  records  while 
permitting  you  fast,  accessible  interfaces  with  hospitals,  clinical  laboratories  and  imaging  centers 
for  direct  downloads  of  critical  documentation  and  diagnostic  information.  Couple  this  with 
easy-to-leam,  easy-to-use  registration/scheduling,  billing  and  practice  management  software,  and 
you’ve  got  practical,  accessible,  state-of-the-art  solutions  to  the  critical  problems  of  running  a 
medical  practice! 
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President's  Report 

A Year  in  Review 

Michael  A.  Alexander,  M.D. 


“If  you’re  ridin’ ahead  of  the  herd,  take  a look  back  every 
now  and  then  to  make  sure  it’s  still  there.  ’’  T exas  Bix  Bender, 
Don’t  Squat  With  Yer  Spurs  On!  I (Salt  Lake  City:  Gibbs-Smith 
Publisher,  1992). 

While  the  Medical  Society’s  trail  continues,  I 
have  come  to  the  end  of  my  tenure  as  chief 
wrangler. 

This  year  has  been  a whirlwind  of  activity. 
Let  me  walk  you  through  some  of  the  bigger 
accomplishments  and  issues  of  the  year. 

The  release  of  the  report  “To  Err  Is  Hu- 
man,” by  the  Institute  of  Medicine,  has  left 
the  Peer  Review  Organizations  (PROs) 
charged  with  investigating  accidents  in  medi- 
cine. Our  local  PRO,  the  Quality  Institute  of 
Delaware,  and  its  parent  board,  the  West 


Michael  A.  Alexander,  M.D.,  practices  pediatric  physical  medi- 
cine and  rehabilitation  at  A.I.  du  Pont  Hospital  for  Children  in 
Wilmington,  Delaware.  He  is  the  president  of  the  Medical  Soci- 
ety of  Delaware. 


Virginia  Medical  Institute,  are  poised  to  pur- 
sue problems  fairly  and  with  our  input.  I have 
been  appointed  by  the  AMA  to  the  National 
Patient  Safety  Commission  Board,  which  is 
also  looking  into  this  controversial  issue  in  a 
fair  and  open  fashion. 

The  Medical  Society  continues,  in  spite  of 
occasional  amicable  disagreements,  to  forge 
strong  working  relationships  with  the  Dela- 
ware Senate,  House  and  Office  of  the  Insur- 
ance Commissioner.  These  relationships  will 
allow  us  to  continue  championing  the  needs  of 
our  patients  and  their  families.  The  Patient 
Bill  of  Rights  is  being  added  to  piece  by  piece. 
This  year’s  success  (S.B.  299,  P.  Blevins)  of 
mandated  independent  second  opinions  for 
HMO  decisions  was  added  to  last  year’s  guar- 
antee that  an  HMO’s  medical  director  must 
be  a Delaware  physician  and,  therefore,  an- 
swerable to  the  state  medical  board.  Next 
year  we  hope  to  bring  physicians  who  perform 
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electronic  medicine  across  the  state  border 
in  Delaware  under  medical  board  review. 

The  new  web  portal  for  the  Medical  Soci- 
ety and  electronic  home  for  physicians  and 
their  practices  is  up  and  running  and  will  be 
presented  at  the  Annual  Meeting.  Dr.  Michael 
Katz  has  coordinated  a package  that  makes 
access  even  more  possible.  Our  goal  is  to 
make  every  doctor  in  Delaware  web  enabled 
with  the  ability  to  communicate  in  a secure 
environment. 

Credentialing  Connection  is  just  begin- 
ning to  turn  the  corner  financially  and  has 
successfully  completed  the  accreditation 
hoops,  qualifying  as  an  NCQA  certified  cre- 
dentials verification  organization. 

With  the  blessings  and  support  of  the 
Medical  Society,  a grant  was  developed  by  the 
Delaware  Health  Care  Commission  (Commu- 
nity Health  Action  Grant),  which  will  allow 
the  Voluntary  Initiative  Program  to  have 
case  worker  support  in  meeting  the  needs  of 
the  uninsured  in  Delaware. 

Your  Society  was  surveyed  by  the  Ac- 
creditation Council  for  Continuing  Medical 
Education  (ACCME)  this  year  and  approved 
for  three  years  as  a nationally  accredited 
sponsor  of  Category  1 Continuing  Medical 
Education  credit. 

On  March  17,  2000,  a Strategic  Planning 
Retreat  was  held  and,  for  the  first  time,  was 
led  by  a physician  facilitator.  Dr  Rita  Meek. 
The  objectives  and  identified  concerns  of  the 
participating  physicians  will  serve  as  a tem- 
plate for  Board  action  during  the  next  year. 
Targeted  areas  include  membership,  patient 
advocacy  and  education,  legislative  action 
and  communication  (electronic  in  particu- 
lar). 

We  have  held  two  Delaware  Health  Care 
Summits;  in  attendance  were  CEOs  from  five 
managed  care  companies,  CEOs  from  Dela- 


ware hospitals,  the  Medical  Director  of  Du 
Pont,  and  Gregg  C.  Sylvester,  M.D.,  Secre- 
tary of  Health  and  Social  Services.  This 
group  identified  many  ways  of  improving  the 
relationships  between  the  participants,  in- 
cluding reducing  physician  hassle,  support- 
ing the  development  of  statewide  uniform 
treatment  guidelines,  and  decreasing  physi- 
cian paperwork. 

We  continued  to  meet  with  the  insurance 
medical  directors  in  Delaware  to  discuss  your 
concerns.  At  your  request  we  have  begun  to 
meet  with  LabCorp  on  a regular  basis. 

I wish  to  thank  all  of  you  for  giving  me  the 
chance  to  serve  as  your  president.  This  year 
has  been  a “HOOT.”  I am  grateful  for  the  hard 
work  and  advice  of  the  trustees  and  Execu- 
tive Committee.  I could  not  have  done  it 
without  the  hard  work  of  the  office  staff: 
Mary  LaJudice,  Coreen  Haggerty,  Cindy 
Wright,  Anne  Allen,  Carl  Kanefsy,  Kristine 
Riccardino,  Jeff  Rigor,  Ginger  Gerhart,  Julie 
Bodenstab,  Karen  Melnick,  Pam  Schools, 
Deedra  Von  Fange,  Karen  Field,  Carla 
Finocchiaro,  Jim  Wilton  and  Nitin  Rao.  Most 
importantly,  I would  like  to  thank  Mark 
Meister  whose  encyclopedic  mind  and  “can  do 
attitude”  made  this  job  so  easy. 

“See  the  heavens,  smell  the  air,  taste  the  dust  and  the 
alkali,  hear  the  wind  and  the  wild,  feel  the  motion  of  your 
horse  ...On  a good  day,  that’s  all  you  need.  On  a bad  day, 
that’s  all  you  need.  ” T exas  Bix  Bender,  Don’t  Squat  With  Yer 
Spurs  On!  II  (Salt  Lake  City:  Gibbs-Smith  Publisher,  1997) 

“Any  day  I can  help  a patient  is  a fantastic  day; 
may  all  your  days  be  fantastic.”  MAA 

)yi  uJ^uxJP 

Michael  A.  Alexander,  M.D. 

President 
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Health  Improvement  Teams 


Accurate  classification  key  for  malignancies 


Multidisciplinary  Health  Improvement  Teams 
are  a key  component  of  Christiana  Care's  plan 
to  improve  cancer  care  throughout  the 
communities  we  serve. 

Q.:  How  has  the  hematologic  cancers  Health 
Improvement  Team  organized  its  approach? 

Dr.  Witkin:  The  first  area  we  addressed  was 
guidelines  for  the  initial  diagnosis  of  patients 
with  suspected  lymphoma.  Lymphomas  are 
broadly  divided  into  Hodgkin's  disease  and 
non-Hodgkin's  lymphoma.  We  have  almost 
finished  the  treatment  algorithms  for  the 
major  types  of  non-Hodgkin's  lymphoma, 
and  we've  begun  to  evaluate  Hodgkin's 
disease.  Following  that,  our  attention  will 
turn  to  diagnosis  and  treatment  of  leukemia. 

Hematologic  cancers  are  particularly 
challenging  because,  as  we  continue  to  learn 
more  about  them,  there  are  continual  changes 
in  their  classification,  diagnosis  and  treatment. 
It's  crucial  that  we  be  able  to  make  the  correct 
diagnosis  and  measure  the  extent  of  the 
disease  accurately. 

Q.:  Are  there  procedures  that  all  physicians 
should  follow? 


Gary  Witkin,  M.D., 

Chairman,  Christiana  Care 
Department  of  Pathology  and 
Laboratory  Medicine,  leads 
Christiana  Care's  Hematologic 
Cancers  Health  Improvement  Team. 

goal  is  not  to  eliminate  individualized 
treatment  based  on  the  specifics  of  a given 
patient,  but  to  critically  examine  and  assess 
the  knowledge  and  recommendations  that 
currently  exist  for  a given  disease.  A multi- 
disciplinary approach  is  very  important. 

It's  exciting  to  see  practitioners  from  many 
different  fields  helping  to  ensure  aU  patients 
with  hematologic  cancers  get  the  best  available 
care  at  all  phases  of  their  illnesses. 

Q.:  Who  are  the  team  members? 

Dr.  Witkin:  The  core  members  of  the  team 
include  medical  oncologist  Martha  Hosford- 
Skapof,  M.D.;  hematologists  S.  Eric  Martin, 
M.D.  and  R.  Bradley  Slease,  M.D.;  myself,  and 
radiation  oncologist  Michael  Dzeda,  M.D. 


Dr.  Witkin:  Because  proper  immunopheno- 
typing  requires  special  tissue  processing  and 
testing,  it  is  very  important  that  all  physicians 
who  see  a patient  with  possible  lymphoma 
be  aware  of  the  special  tissue  handling 
requirements.  Unfortunately,  if  a tissue 
specimen  is  not  handled  correctly  initially, 
valuable  and  sometimes  essential  diagnostic 
information  may  be  lost,  which  can  result 
either  in  the  patient  undergoing  a procedure 
unnecessarily,  or  worse,  may  preclude  our 
ability  to  establish  a diagnosis.  Getting  it 
right  the  first  time  will  most  certainly  help 
us  avoid  unacceptable  variations  from 
evidence-based  medicine.  I think  the  entire 
medical  community  understands  that  our 


Q.:  Is  there  a plan  to  improve  prevention  and 
screening  for  hematologic  cancers? 

Dr.  Witkin:  Unfortunately,  prevention  and 
screening  are  not  yet  significant  issues  for 
hematologic  malignancies,  because  we  have 
not  yet  learned  how  to  prevent  them  or 
effectively  screen  for  them.  So,  our  initial 
focus  is  on  diagnosis  and  appropriate  treatment 
of  these  diseases  by  stage.  But  patient  support, 
management  and  prevention  of  complications, 
education  and  research  are  also  important 
components  of  the  goal  of  providing  the  best 
care  for  the  communities  we  serve. 


Christiana  care 
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Victorian  Narrative  Paintings  from 
tke  FORBES  Ma^a2iine  Collection 


SeptemLer  9,  2000  - January  7,  2001 


Fifty  paintings  from  the  FORBES 


Image;  John  Faed  (1820-1902),  Boyhood  (detail),  1849,  oil  on  canvas, 
41^'''  X 33'  ^ inches.  The  FORBES  Magazine  Collection,  New  York. 


Magazine  Collection,  assembled  by 


Christopher  Forbes  in  the  landmark 


The  Defining  Moment  is  organized  by  the  Mint  Museum  of  Art,  Charlotte, 
North  Carolina,  and  presented  by  Royal  & SunAlliance,  In  Delaware  the 
exhibition  is  sponsored,  in  part,  by  First  USA.  Royal  & SunAlliance,  1450 
WILM  Newsradio  and  the  Delaware  Division  of  the  Arts. 


Old  Battersea  House  in  London, 


Royal 


^ Su 


SUNALLIANCE 


first  USA  1450W1LM 


V BAMKSONB  C < 


NEWSRADIO 


explore  the  drama  in  19^^^  century 


British  narrative  painting. 


Also  on  view  through  November  1,  2000 
Monet  to  Mird;  Mastenuorks  of  European  Modernism 


Delaware  Art  Museum 


2301  Kentmere  Parkway  ♦ Wilmington  ♦ 302.571.9590  ♦ www.delart.org 


SCIENTIFIC  ARTICLE 


Management  of  the  Agitated  Patient 

Elisabeth  J.  S.  Kunkel,  M.D.  — Oladotun  Aliu,  M.D. 


ABSTRACT:  Unfortunately,  although  delirium  is  common  in  the  general  hospital,  the  diagnosis  is 
frequently  missed.  As  delirium  often  indicates  a serious,  sometimes  life-threatening,  medical  or  surgical 
condition,  successful  management  and  subsequent  prevention  of  morbidity  and  mortality  require  prompt 
recognition  and  early  intervention.  Failure  to  recognize,  diagnose,  and  treat  delirium  and  the  underlying 
pathology  can  result  in  death.  This  article  presents  current  thinking  on  the  management  of  delirium  and 
related  agitation  in  the  general  medical  hospital. 


Delivered  as  a Grand  Rounds  at 
Nanticoke  Memorial  Hospital  on  June  3,  1999 


INTRODUCTION 

About  2500  years  ago,  the  name  delirium  was 
coined  from  the  Latin  word  delirare  meaning 
'to  go  out  of  one’s  wit.'  ^ Over  time  there  has 
been  confusion  related  to  the  terms  used  to 
designate  delirium:  toxic  psychosis;  organic 
brain  syndrome;  acute  confusional  state;  re- 
versible dementia;  metabolic  encephalopa- 
thy; and  psychosis  associated  with  organic 
brain  syndrome. According  to  Lipowski, 
delirium  is  a transient  impairment  of  cogni- 
tive function  with  a fluctuating  level  of  con- 
sciousness.® The  overall  prevalence  of  de- 
lirium in  community  outpatients  is  0.4  per- 
cent.® Children  and  the  elderly  are  most 


Elisabeth  J.S.  Kunkel,  M.D.,  is  an  Associate  Professor  in  the 
Department  of  Psychiatry  and  Human  Behavior  as  well  as  the 
Director,  Consultation-Liason  Psychiatry  at  Jefferson  Medical 
College  in  Philadelphia,  PA. 

Oladotun  Aliu,  M.D.,  is  a research  associate  at  Jefferson 
Medical  College  in  Philadelphia,  PA. 


susceptible.®  Those  particularly  at  risk  in- 
clude the  elderly,  hospitalized  patients,  and 
patients  with  terminal  illness.® 

An  estimated  15  to  26  percent  of  elderly 
patients  with  delirium  die.®  Studies  from 
general  hospitals  indicate  that  ten  to  thirty 
percent  of  patients  had  delirium  upon  admis- 
sion, and  four  to  fifty-three  percent  of  pa- 
tients developed  delirium  during  their  stay.® 
Engel  estimated  that  ten  to  fifteen  percent  of 
patients  on  acute  medical  and  surgical  inpa- 
tient units  are  delirious  at  any  point  in  time.® 

ETIOLOGY 

Predisposing  factors  for  delirium  include  pre- 
existing brain  disease,  drug  and  alcohol  de- 
pendence or  abuse,  chronic  organ  failure, 
infection,  and  possibly  psychological  predis- 
position."® The  most  frequently  identified 
causes  of  delirium  are  intoxication,  systemic 
infection,  metabolic  encephalopathy,  and  cir- 
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culatory  disorders.®  Delirium  in  the  eld- 
erly is  often  an  early  presentation  of  a 
urinary  tract  infection.^  The  most  com- 
mon reversible  cause  of  delirium  is  medi- 
cation.® Commonly-associated  medica- 
tions include  those  with  known  psychoac- 
tive side  effects,  such  as  the  sedative- 
hypnotics,  narcotics,  and  medications  with 
anticholinergic  side  effects.®  Delirium  is  a 
common  sequelae  of  polypharmacy,  espe- 
cially in  the  elderly. 

CLINICAL  FEATURES 

The  clinical  diagnosis  of  delirium  is  based 
on  relevant  information  from  the  history, 
observation,  mental  status  examination, 
and  the  review  of  the  medical  record. 
Delirium  can  present  clinically  as  a 
hypoactive  or  a hyperactive  state  or  as  a 
fluctuation  between  the  two  states.^  More 
crucial  in  the  diagnosis  is  the  history  of  a 
sudden  change  in  the  patient’s  observable 
behavior  and  cognition.®  Albronda  et  al,^^ 
studied  patients  hospitalized  in  a geriatric 
unit  in  the  Netherlands  who  developed  a 
recent  change  in  mental  status:  28  had  de- 
lirium; 23  had  dementia;  six  had  depression; 
and  21  had  multiple  problems.^® 

The  onset  typically  is  rapid.  Delirium 
resulting  from  a concussion,  or  following  major 
surgery,  tends  to  start  immediately  after  the 
event,  whereas  that  due  to  infection  or  meta- 
bolic encephalopathy  abnormalities  may  have 
a more  gradual  onset.®  Hypoactive  delirium 
may  be  subtle,  and  often  is  under-recog- 
nized.^ A high  index  of  suspicion  is  required 
to  diagnose  delirium.^ 

Early  symptoms  include  sudden  changes 
in  behavior  such  as  restlessness,  withdrawal 
or  changes  in  the  sleep-wake  cycle.®  The 
patient  is  often  drowsy  during  the  daytime, 
and  agitated  at  night.  As  the  delirium 
progresses,  disorientation  occurs  in  regards 
to  time,  place,  and  person.  Patients  who  are 
confused  often  fear  that  they  are  going  in- 
sane; this  exacerbates  their  irritability,  an- 
ger, and  agitation.  In  the  full  blown  hyperac- 
tive delirium,  the  patient  may  pace,  may 


Table  1:  Signs  and  symptoms  on  physical  examination  that 
may  help  identify  the  cause  of  delirium 


CHANGE 

CAUSES 

Level  of  consciousness: 

Cardinal  sign  of  metabolic 

Clouded  and  fluctuating 

Vital  signs: 

encephalopathy;  eliminates 
dementia 

Hypotension:  tachycardia 

Sepsis/hemorrhage 

Dyspnea/tachypnea 

Hypoxia 

Skin: 

Moist,  cold 

Hypoglycemia 

Dry,  warm 

Hyperglycemia 

Dry  and  red  (vasodilatation) 

Anticholinergic  toxicity 

Pupils: 

Miosis  (constricted) 

Narcotic  toxicity 

Mydriasis  (dilated) 

Anticholinergic  toxicity. 

Extremities: 

Asterixis 

Hepaticfailure 

Myalgias,  arthralgias, 
proximal  muscular 
weakness 

Steroids 

threaten  to  leave  the  hospital,  or  may  assault 
others.  Deficits  in  consciousness  and  atten- 
tion impair  the  patient’s  awareness  of  self 
and  their  environment.  The  affect  can  be 
labile  with  rapid  fluctuations  from  fear  to 
tearfulness  to  irritability.  Patients  can  de- 
velop paranoid  delusions,  becoming  suspi- 
cious of  staff.  This  can  lead  to  violent  behavior 
and  inadvertent  harm  to  staff.  Patients  may 
throw  objects,  shout,  or  swear.  As  all  aspects 
of  memory  and  cognition  can  be  impaired, 
confabulation,  disorganized  thinking,  the  ab- 
sence of  logical  reasoning  and  problem  solv- 
ing are  common  symptoms.  Most  hallucina- 
tions are  visual,  auditory,  or  both.®  All 
nonauditory  hallucinations  should  strongly 
suggest  an  organic  etiology.  For  example, 
olfactory  hallucinations  such  as  smelling  rot- 
ting, burning,  or  sweet  odors,  may  indicate 
partial  complex  seizures. 

Language  impairment  includes  word  find- 
ing difficulties,  paraphrasic  errors,  and  re- 
duced comprehension.  Dysgraphia  is  consid- 
ered to  be  a particularly  sensitive  indicator  of 
delirium. 

In  general,  an  acute  onset  of  deficits  in 
cognition  and  attention  that  fluctuate  during 
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the  day,  but  are  increasingly  severe  at  night 
(“sundowning”)  is  practically  pathognomonic 
for  delirium.  During  its  early  stages,  the 
patient  experiencing  the  prodromal  symp- 
toms of  delirium  may  look  normal  with  appro- 
priate behavior  on  superficial  contact. It  is 
highly  misleading  to  believe  that  all  delirious 
patients  are  invariably  restless,  agitated, 
noisy,  and  hallucinating.  This  misconception 
usually  results  in  misdiagnosis  or 
underdiagnosis. Important  symptoms  can 
be  elicited  by  the  history  and  confirmed  by 
direct  observation.  The  presence  of  cognitive 
deficits  and  impaired  attention  can  easily  be 
confirmed  by  systematic  mental  status  ex- 
amination.^ 


APPROACH  TO  EVALUATION  OF  DELIRIUM 

A careful  work-up  of  delirium  includes  a 
history,  thorough  physical  examination,  and 
mental  status  examination.  Since  delirium 
can  be  a manifestation  of  an  underlying  physi- 
cal problem,  it  is  important  to  identify  in  the 
history  and  physical  examination  the  signs 
and  symptoms  that  might  help  diagnose  the 
underlying  condition.  In  taking  a history  from 
either  the  patient  or  his/her  family,  special 
attention  is  given  to  reviewing  the  risk  fac- 
tors. A list  of  current  medications,  including 
over-the-counter  and  street  drugs,  should  be 
obtained,  eliminating  any  unnecessary  drugs 
that  may  exacerbate  or  cause  the  delirium. 
This  may  help  to  identify  drug  withdrawal 
delirium  from  delirium  secondary  to  pre- 
scription, over-the-counter,  or  illicit  drugs. 

Mental  status  examination  includes  test- 
ing for  short-term  memory  and  orientation. 
As  delirious  patients  are  very  ill,  easily  dis- 
tracted, and  frequently  unable  to  tolerate  a 
prolonged  evaluation,  a bedside  mental  sta- 
tus examination  should  be  brief  and  to-the- 
point.  The  mini-mental  state  examination 
can  identify  the  presence  of  cognitive  dys- 
function but  will  not  differentiate  between 
delirium  and  dementia.  It  is  of  little  value  in 
patients  with  less  than  an  eighth  grade  edu- 
cation. A score  of  24  or  less  (out  of  a possible 
of  30)  is  regarded  as  abnormal. 


Physical  examination  should  include  gen- 
eral observations  about  the  patient,  directed 
neurological  examination,  and  assessment 
related  to  the  physician’s  hypothesis  about 
underlying  etiologies.  (See  Table  1) 


LABORATORY  TESTS 


Laboratory  studies  for  delirium  are  divided 
into  two  parts:  the  initial  work-up  and  subse- 
quent additional  studies  when  the  initial  work- 
up is  unrevealing  or  when  additional  studies 
are  suggested  by  specifics  of  the  history, 
physical  examination,  and/or  clinical  evalua- 
tion. (See  Table  2) 

CT  or  MRI  of  the  brain  should  be  part  of 
the  initial  work-up  if  bleeding,  CNS  me- 
tastases,  or  other  space  occupying  lesions  are 
suspected. 


DIFFERENTIAL  DIAGNOSIS 


As  delirium  sometimes  presents  with  psy- 
chotic symptoms,  it  is  important  to  differen- 
tiate delirium  from  other  psychiatric  illnesses. 
(See  Table  3) 


TREATMENT 


Standard  treatment  of  delirium  is  comprised 
of  three  main  approaches:  first,  recognition 
and  elimination  of  underlying  causal  factors; 
second,  general  supportive  measures  aimed 
at  controlling  behavior,  ensuring  adequate 
rest,  sleep,  nutrition,  fluid  and  electrolyte 
balance;  and  third,  psychopharmacology. ^ 
Guiding  principles  in  the  treatment  of  de- 
lirium include  prompt  treatment  of  underly- 
ing conditions,  therapeutic  support  for  the 
family  and  patient,  ensuring  the  safety  of  the 
patient  and  others,  coordinating  care  of  the 
patient  with  other  clinicians,  and  assessment 
and  monitoring  of  the  patient’s  psychiatric 
status  on  an  ongoing  basis.®  Elimination  of 
underlying  conditions  usually  leads  to  symp- 
tom remission.  All  unnecessary  medications 
should  be  discontinued. 
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Table  2:  Laboratory  tests 


EMERGENCY  (life-threatening) 

Glucose 

Electrolytes 

BUN/Cr 

Arterial  Blood  Gas 
CBC  and  differential 

URGENT 

Liver  function  tests 

Blood,  urine,  and  CSF  cultures 

Full  electrolytes  including  magnesium 

Coagulation  profile 

CXR 

EEG 

EKG 

CT  Scan 

Toxicology  screening  (drug  screening  and  measurement  of  blood 
alcohol  level,  especially  in  younger  patients) 

OPTIONAL  TESTS 

Rapid  plasma  reagin  test 
Erythrocyte  sedimentation  rate  (ESR) 

Folate 

Serum  vitamin  B12 

Thyroid  function  tests 

Liver  function  tests  and  ammonia 

Electrocardiography 

CT  or  MRI  of  the  brain 

CXR 

Skull  X-ray 

Screening  tests  for  heavy  metals  (lead) 

Osmolality 

Infectious  work-up 

Lumbar  puncture 

Lupus  erythematosis  preparation 

Porphyrobilinogen 

Lipids  and  cholesterol 

Neuropsychological  testing 

Testing  for  human  immunodeficiency  virus  antibody 


Adapted  from  Patkar  & Kunkel,  1998  and  Espino,  et  al,  1998. 


NON-PHARMA COLOGICAL  INTERVENTIONS 

Interventions  for  mild  agitation: 

1.  Create  a humane  environment.  The  fam- 
ily, ideally,  should  be  present.  Clock, 
calendar  and  other  familiar  objects  should 
be  placed  in  the  room  to  reorient  the 
patient.  Reduce  isolation;  if  possible, 
talk  to  the  patient  to  distract  him  from 
being  confused.^® 

2.  The  room  must  be  well  lit.  During  the 
day,  windows  should  be  opened  to  allow 
daylight. 


Interventions  for  severe  agitation: 

1.  Provide  continuous  one-to-one  su- 
pervision by  an  aide  or  relative. 
Even  patients  with  hypoactive  de- 
lirium may  inadvertently  hurt 
themselves  by  acting  upon  delu- 
sions or  hallucinations. 

The  use  of  physical  restraints  may 
occasionally  be  necessary  but  in 
some  cases  may  further  agitate  the 
patient.  The  use  of  restraints  should 
be  considered  when  patients  be- 
come violent  or  to  prevent  removal 
of  important  devices  such  as  intra- 
venous lines. Restraints  may  in- 
clude poseys,  mittens,  soft  or 
leather  four-point  cuffs.  The  need 
for  medications  (e.g.,  doperidol,  ha- 
loperidol)  should  always  be  evalu- 
ated when  physical  restraints  are 
initiated  and  maintained. 

DRUG  THERAPY 

The  presence  of  delirium  is  not  neces- 
sarily an  indication  for  pharmacologic 
intervention.  Pharmacologic  interven- 
tion is  indicated  with  hallucinations 
and/or  delusions  that  are  frightening 
to  the  patient,  dangerous  behavior, 
agitation,  and  anxiety.  The  high  po- 
tency antipsychotics  are  preferred 
because  of  their  lower  anticholinergic 
and  minimal  hypotensive  effects.  Ha- 
loperidol  (Haldol™)  can  be  given  ei- 
ther intravenously,  intramuscularly, 
or  orally.  Patient  should  be  monitored 
closely  for  akathisia,  restlessness  sec- 
ondary to  the  high  potency  antipsy- 
chotic medications.  Haloperidol  should  be 
avoided  in  patients  with  Parkinsonism  be- 
cause of  its  extrapyramidal  side  effects. 
Newer  reports  indicate  that  the  atypical 
antipsychotics  may  also  have  a role  in  the 
management  of  agitation  and  delirium.^ 
Short-acting  benzodiazepines,  such  as 
lorazepam  (Ativan™)  and  oxazepam 
(Serax™),  may  be  used  alone  or  in  combina- 
tion with  the  antipsychotic.  Combined  treat- 
ment with  benzodiazepines  and  antipsychotics 
may  allow  one  to  use  lower  doses  of  each  of 
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Table  3:  Differential  diagnosis  of  delirium. 


Observation 

Delirium 

Dementia 

Depression 

Psychosis 

Onset 

Acute 

Insidious 

Variable 

Variable 

Orientation 

Impaired 

Impaired 

Intact 

Intact 

Short  term 
memory 

Impaired 

Impaired 

Intact 

Intact 

Sensorium 

Fluctuating 

Variable 

Intact 

Intact 

Attentiveness 

Impaired 

Variable 

Usually 

intact 

Variable 

Delusions 
(e.g., paranoid) 

Common 

Sometimes 

Rare 

Common 

Hallucinations 

Visual, 

olfactory, 

tactile 

Uncommon 

Rare 

Auditory 

Duration 

Short 

Chronic 

Variable 

Variable 

Reproduced  with  permission  from  Casey  et  al,  1996 


these  drugs.  Care  must  be  taken  when  using 
benzodiazepines  because  they  may  over  se- 
date the  confused  patient,  sometimes  result- 
ing in  respiratory  compromise. 


PREVENTION 

It  is  generally  believed  that  the  risk  of  de- 
lirium is  a function  of  the  patient’s  pre- 
existing vulnerabilities  and  the  severity  of 
the  precipitating  factors.  In  one  study  of  125 
patients  with  low  vulnerability  scores  and  few 
precipitating  factors,  the  incidence  of  de- 
lirium was  zero  percent  per  day.  In  the  69 
patients  with  the  highest  vulnerability  scores 
and  the  most  precipitating  factors,  the  de- 
lirium incidence  was  11.6  percent  per  day.^^ 
Hence,  recognizing  those  at  risk  and  mini- 
mizing precipitating  factors  significantly  re- 
duces the  risk  of  developing  delirium. 


CONCLUSIONS 

The  physician  should  be  at  alert  to  factors 
that  place  patients  at  risk  for  delirium.  In- 


5. 


7. 


9. 


10. 


11. 


12. 


13. 


14. 


stituting  treatment  regimens 
early  for  any  underlying  con- 
ditions can  prevent  clinical 
deterioration.  Finally,  it  is 
important  to  stress  to  the 
family  members  and  patients 
that  delirium  usually  is  not  a 
permanent  condition  and  that 
it  may  improve  over  time. 


REFERENCES 

1.  Wise  MG,  Brandt  GT:  Delirium, 
in  The  American  Psychiatry  Press 
Textbook  of  Neuropsychiatry,  ed- 
ited by  Yudofski  S.C.,  Washing- 
ton, DC,  1992;  291-307. 

2.  Patkar  AA,  Kunkel  EJ.  Treating 
delirium  in  the  elderly  patient. 
Psychiatric  Services.  1997; 
48(l):46-48. 

3.  Lipowski  JZ.  Delirium,  Acute 
Confusional  State.  OxfordUniver- 
sity  Press,  New  York,  1990;  3-34 
and  47-50. 

4.  Casey  DA,  Defazio  JV,  Vansickle 
K,  et  al:  Delirium,  quick  recogni- 
tion, careful  evaluation  and  appropriate  treatment. 
Postgraduate  Medicine.  1996;  100  (1):  121-124  and 
133-134. 

Lyketos  CG:  Diagnosis  and  management  of  delirium 
in  the  elderly.  Hospital  Physician.  1999;  35(6):34-51. 
Espino  DV,  Jules-Bradley  AC,  Johnston  CL,  et  al. 
Diagnostic  approach  to  the  confused  elderly  patient. 
American  Family  Physician.  1998;  57  (6):  1358-1365. 
Zayas  EM,  Grossberg  GT:  Treatment  of  psychosis 
late  in  life.  Clin  Psychiatry.  1998;  59  (1):5-10. 
Inouye  SK.  The  dilemma  of  delirium.  Clinical  and 
research  controversies  regarding  diagnosis  and  evalu- 
ation of  delirium  in  hospitalized  elderly  medical  pa- 
tients. American  Journal  of  Medicine.  1994;  97:  278- 
280. 

Flaherty  JM.  Commonly  prescribed  and  over-the- 
counter  medications:  causes  of  confusion.  Clinics  in 
Geriatric  Medicine.  1998;  14(1):  10 1-127. 

Hogan  DB.  Urinary  incontinence,  delirium  and 
polypharmacy  in  the  elderly  patients.  CMAJ.  1997; 
157(8):1071-1077. 

Albronda  T,  Bruijus  E,  Willekens  FL.  Diagnosis  and 
discharge  destination  of  patients  admitted  for  mental 
dysfunctioning  in  a geriatric  department.  Nederlands 
TijdschriftVoor  Geneeskunde.  1996;  140:1993-1996. 
Trzepacz  PT.  The  delirium  rating  scale.  Psychoso- 
matics.  1999;  40(3):193-204. 

Daniel  DG,  Rubin  PL.  Disguises  of  delirium.  South- 
ern Medical  Journal.  1985;  78:666-672. 

Engel  GI,  Romano  J:  Delirium,  a syndrome  of  cere- 
bral insufficiency.  Journal  of  Chronic  Diseases.  1959; 
9:260-277. 


Del  Med  Jrl,  November  2000,  Vol  72  No  1 1 


477 


Scientific  Article 


15.  Folstein  MF,  Folstein  SE,  McHugh  PR:  “Mini-mental 
state”.  A practical  method  for  grading  the  cognitive 
state  of  patients  for  the  clinician.  Journal  of  Psychi- 
atric Research.  1975;  12(3):189-198. 

16.  Hassan  E,  Fontaine  DK.  Therapeutic  considerations 
in  the  management  of  agitated  or  delirious  critically  ill 
Tpatieiats.  Pharmacotherapy . 1998;  18(1):  113-129. 

17.  Flacker  JM,  Marcantonio  ER.  Delirium  in  the  elderly, 
optional  management.  Drugs  and  Aging.  1998;  2:119- 
130. 


Medical  Billing  Solutions 

Newark,  DE  (302)836-0933 
Medical/Dental  Billing  Services 

Lowering  the  cost  of  healthcare  administration 
through  the  use  of  secure  internet  technology 

Reduce  claims  processing  costs  by 
as  much  as  50% 

Reduce  rejection  rate  from  30%  to  about  2% 
Receive  payment  for  services  in  15  days 
Reduce  unpaid  claims 

Call  (302)  836-0933  for  a free  Cost  Analysis 
showing  how  much  it  costs  your  practice  to 
process  insurance  claims. 


478 


MEDICAL  OFFICE  SPACE 
AVAILABLE 


in  the  new  Wellness  Center  at  the  new 
Stoney  Creek  Plaza  in 

Pike  Creek,  next  to  the  new  Wilmington  T rust! 

On  Limestone  Road  across  from  Pike  Creek 
Shopping  Center  and  Goldey  Beacom 
College 

Highly  visible  from  Limestone  Road,  upscale 
stone  and  stucco  retail  center  with  fountain 
Great  demographics,  plenty  of  parking,  and 
easy  access 

High  traffic  with  new  bank,  large  salon,  dry 
cleaners,  and  more  to  come... 

This  is  by  far  the  premier  location  in  a superb  area. 

Call  Aron  Kerner  for  information  about  the 
multi-faceted  Wellness  Center  at 

(302)369-0707 


A TTENTION 
OOCTORS 


Disability  Determination  Service  is 
seeking  qualified  Internists/Family 
Practice  physicians  to  review  Social 
Security  disability  claims. 

If  Interested,  contact 
Stacey  Miranda  at: 


(302)  761-8325 


Del  Med  Jrl,  November  2000,  Vol  72  No  1 1 


SCIENTIFIC  ARTICLE 


Delaware's  First  Serial  Killer 

*Galicano  B.  Inguito,  M.DJ  — Adrienne  Sekula-Perlman,  M.D.^ 
Melissa  J.  Lynch,  B.A.^  — Richard  T.  Gallery,  M.D/ 


ABSTRACT : The  violent  murder  of  Shirley  Ellis  on  November  29,  1 987,  marked  the  beginning  of  the 
strange  and  terrible  tale  of  Steven  Bryan  Pennell’s  reign  as  the  state  of  Delaware’s  first  convicted  serial 
killer.  Three  more  bodies  followed  the  first  victim,  and  all  had  been  brutally  beaten  and  sadistically 
tortured.  The  body  of  a fifth  woman  has  never  been  found.  State  and  county  police  collaborated  with  the 
FBI  to  identify  and  hunt  down  their  suspect,  forming  a taskforce  of  over  1 00  officers  and  spending  about 
one  million  dollars.  Through  their  knowledge  and  experience  with  other  serial  killers,  the  FBI  was  able 
to  make  an  amazingly  accurate  psychological  profile  of  Delaware’s  serial  killer.  After  months  of  around- 
the-clock  surveillance,  Steven  Pennell  was  arrested  on  November29, 1988,  one  yearto  the  day  afterthe 
first  victim  was  found.  Pennell  was  found  guilty  in  the  deaths  of  the  first  two  victims  on  November  29, 
1989,  and  plead  no  contest  to  the  murder  of  two  others  on  October  30,  1991.  Still  maintaining  his 
innocence,  he  asked  forthe  death  penalty  so  that  he  could  spare  his  family  further  agony.  Steven  Pennell 
was  executed  by  lethal  injection  on  March  15,  1992. 


KEYWORDS:  control,  Delaware’s  serial  killer,  power,  sadism,  serial  murder,  and  Steven  Pennell. 

* Presented  at  the  4th  Annual  Scientific  meeting  of  the  American  College  of  Forensic  Examiners, 
Dec.  14,  1996,  San  Diego,  Caiifornia  by  the  primary  author. 


INTRODUCTION 

Serial  killers  have  been  popular  in  news  re- 
ports and  fictional  accounts  as  their  infamy, 
and  horrific  stories,  have  riveted  the  Ameri- 
can population.  No  one  quite  understands  the 
fascination  that  we  have  with  these  twisted 
murderers,  but  there  is  no  doubt  that  we  are 
as  intrigued  by  them  as  a car  accident  on  the 
side  of  the  highway. 

While  the  serial  killer  has  attracted  con- 
siderable attention  in  the  popular  press  and 
criminal  justice  fields,  the  scientific  litera- 
ture about  this  individual  is  limited.  As  of 
1993,  experts  estimated  that  there  may  be  as 
many  as  4-5,000  Americans  each  year  who  are 
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the  victims  of  serial  killers.  While  the  FBI 
believes  that  there  are  about  35  of  these 
killers  still  uncaught  in  the  U.S.,  other  crimi- 
nologists calculate  that  as  many  as  100  killers 
are  on  the  loose. ^ 

Although  it  may  seem  that  serial  murder 
is  a recent  fad,  there  are  numerous  examples 
of  this  crime  in  both  American  and  European 
history.  One  study  found  24  cases  in  the  U.S. 
from  1900-1940.^  In  Europe  one  finds  crimi- 
nals such  as  Fritz  Haarman,  “the  ogre  of 
Hanover,”  who  sodomized,  murdered,  and 
cannibalized  several  young  boys  during  the 
19^^  century.  There  was  Peter  Stubb  during 
the  16^^  century,  a so-called  werewolf  who 
raped  and  cannibalized  many  women  and  girls, 
and  Gilles  de  Rais  during  the  15^^,  with  almost 
the  exact  same  method  of  operation.  And  the 
most  famous  serial  killer  in  history  must  be 
Jack  the  Ripper,  who  killed  several  prosti- 
tutes in  England  during  1888.^ 
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WHAT  IS  A SERIAL  KILLER? 

So  what  exactly  is  a serial  killer?  The  experts 
have  difficulty  agreeing  on  a definition.  The 
National  Institute  of  Justice  defines  serial 
murder  as;  A series  of  two  or  more  murders, 
committed  as  separate  events,  usually,  but 
not  always,  by  one  offender  acting  alone.  The 
crimes  may  occur  over  a period  of  time  rang- 
ing from  hours  to  years.  Quite  often  the 
motive  is  psychological,  and  the  offender’s 
behavior  and  the  physical  evidence  observed 
at  the  crime  scenes  will  reflect  sadistic,  sexual 
overtones.^ 

Other  definitions  vary  on  the  number  of 
murders,  or  the  time  period  separating  them. 
Robert  Hale  gives  five  primary  elements  of 
serial  murder  in  his  “Application  of  Learning 
Theory  to  Serial  Murder”:  there  is  a one-to- 
one  relationship  between  the  attacker  and 
the  victim,  the  two  usually  do  not  know  each 
other,  there  is  no  obvious  motive,  the  at- 
tacker is  not  satisfied  with  just  rape  and 
mutilation,  but  wants  the  victim  dead,  and 
the  incident  can  be  linked  with  others  as  a 
repetitive  homicide."^  While  they  do  not  agree 
on  everything,  these  definitions  of  the  crime 
give  a very  similar  and  narrow  pattern  which 
fits  a surprising  number  of  real-life  killers. 

There  are  many  categories  of  killers;  one 
can  distinguish  ‘serial’  from  ‘mass’  in  that  a 
mass  murderer  kills  more  than  two  people  in 
a single  incident.  Another  separation  is  an 
organized  or  disorganized  crime  scene.  Dis- 
organized usually  indicates  an  unplanned 
crime,  possibly  in  a fit  of  passion,  where 
weapons  of  opportunity  are  used  as  com- 
pared to  those  brought  to  the  scene.  Orga- 
nized crime  scenes  are  almost  twice  as  com- 
mon, and  they  indicate  planning  and/or  an 
attempt  to  conceal  evidence.'  Most  serial 
murders  fall  into  the  organized  category, 
possibly  because  the  organized  killer  is  less 
likely  to  be  caught,  and  is  able  to  get  away  to 
kill  others.  Within  the  category  of  serial 
murder,  there  is  a ‘spree’  type,  where  a series 
of  murders  is  committed  with  no  cooling  off 
period  in  between,  and  a ‘sexual’  type,  in 
which  rape,  molestation  or  sexual  sadism  is 


involved.  It  appears  that  a majority  of  serial 
killings  fall  into  the  sexual  category,  probably 
because  of  the  highly  psychological  nature  of 
the  crime.  Michael  Newton  claims  that  69 
percent  of  American  serial  murder  cases  are 
sparked  by  sex  and  sadism.^ 

DELAWARE'S  FIRST  SERIAL  KILLER 

Background.  The  small  state  of  Delaware  had 
remained  untouched  by  this  horrific  crime  for 
a number  of  years  until  November  29,  1987, 
when  police  received  a call  that  two  lovers  had 
found  a body  on  a construction  site  in  the  Old 
Baltimore  Pike  Industrial  Park  outside  of 
Wilmington.  This  find  began  Delaware’s  first 
serial  murder  investigation  which  ended  over 
four  years  later  with  Steven  Bryan  Pennell’s 
conviction  and  death  by  lethal  injection.  The 
first  body  was  Shirley  Ellis,  a 23-year-old 
white  female.  She  had  been  bound  and 
strangled,  with  evidence  of  blunt  trauma  to 
the  head  from  what  appeared  to  be  a hammer. 
She  had  multiple  bruises  and  abrasions,  in- 
cluding some  in  the  genital  area.  Most  re- 
markable and  sadistic  was  the  mutilation  of 
her  left  breast.  The  police  had  no  leads  until 
exactly  seven  months  later  when  a second 
body  was  found  in  another  construction  site, 
this  one  south  of  U.S.  Route  40.  The  naked 
body  was  identified  as  Catherine  DiMauro, 
and  her  injuries  were  strikingly  similar  to 
those  on  Ellis,  although  the  sadistic  nature  of 
the  crime  seemed  to  increase  with  the  second 
body.  Once  again  she  had  been  bound  and 
strangled,  with  skull  fractures  and  patterns 
of  torture  reminiscent  of  Ellis:  especially  the 
nipple  mutilation. 

For  the  first  time,  police  suspected  a 
serial  killer.  They  called  in  the  help  of  the 
FBI’s  Behavioral  Sciences  Unit,  which  deter- 
mined that  the  nipple  mutilations  on  both 
women  were  caused  by  a type  of  pinching 
instrument,  most  likely  pliers.  An  abundance 
of  identical  blue  fibers  was  found  on  the 
bodies  of  both  women,  and  there  were  similar 
remnants  of  duct  tape  in  their  hair.  This  had 
the  police  worried,  but  it  was  not  until  the 
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body  of  Michelle  Gordon  washed  up  in  the 
Chesapeake  and  Delaware  canal  on  Septem- 
ber 20,  1988,  that  a 100-officer  task  force  was 
formed  specifically  to  track  the  killer. 
Gordon’s  body  had  binding  and  strangulation 
marks  identical  to  the  first  two  women,  and 
this  time  the  torture  was  even  worse.  There 
was  injury  to  both  breasts,  and  her  left  nipple 
had  been  completely  removed.  She  had  been 
severely  beaten  and  both  buttocks  sustained 
deep  hemorrhaging.  In  Gordon’s  case,  there 
was  no  head  injury,  and  strangulation  did  not 
appear  to  be  the  primary  mechanism  of  death. 
Her  death  was  ruled  undetermined,  with  co- 
caine use  as  a contributing  factor.  Gordon’s 
body  was  naked,  and  all  evidence  had  been 
washed  away  in  the  canal,  but  a search  team 
did  locate  a small  saw  in  the  vicinity  of  the 
crime  scene.  It  was  a suspected  instrument  of 
torture,  and  on  it  blue  fibers  identical  to  those 
on  the  bodies  of  Ellis  and  DiMauro  were 
found. 

The  police  and  FBI  began  to  examine  the 
victims  in  order  to  come  up  with  a method  of 
operation  for  their  killer.  They  found  that 
most  of  these  women  were  suspected  prosti- 
tutes who  worked  the  U.S.  routes  13  and  40 
corridor,  an  eight-mile  stretch  of  highway  in 
New  Castle  County.  Soon  after  DiMauro’s 
body  was  found,  they  began  using  female 
undercover  cops  to  pose  as  prostitutes  on  the 
'corridor.'  Officer  Renee  Lano  had  been  pos- 
ing for  ten  hours  a night  before  she  finally 
struck  gold  on  September  14,  1988,  being 
stopped  by  a man  in  a blue  van  which  officers 
traced  to  Steven  and  Vera  Pennell.  Lano 
pretended  to  be  high  and  asked  Pennell  if  he 
was  “looking  to  party.”  Through  the  course  of 
their  conversation  she  learned  that  he  was  a 
construction  worker  and  noticed  the  blue 
carpet  inside  the  van.  She  said  that  she  was 
immediately  suspicious  and  scared  of  the  guy 
because  he  was  so  “off-the-wall  different''' 
from  any  of  the  other  potential  customers  she 
had  talked  to  during  the  investigation,  and  so 
she  surreptitiously  pulled  fibers  from  the 
carpet  during  the  conversation.  The  fibers 
were  a perfect  match  for  those  found  on  Ellis, 
DiMauro,  and  the  saw.  Officer  Lano  later 
identified  Pennell  from  videotapes  as  the 


man  she  had  met  that  evening.  This  night 
marked  the  first  time  that  Pennell’s  name 
came  up  as  a possible  suspect. 

Interestingly  enough,  that  same  night, 
surveillance  vehicles  saw  Pennell  pick  up  a 
woman  “the  height,  weight,  stature  and  hair 
color  and  style... of  Michelle  Gordon,”  take 
her  to  a convenience  store,  and  drop  her  back 
off  at  the  General  Wayne  Motel  on  Route  40. 
About  one  month  later  on  October  14,  1988, 
police  observed  Pennell’s  van  driving  past 
Gordon  several  times.  This  was  three  days 
before  she  was  last  seen.  During  this  time 
period,  two  other  women  known  to  frequent 
the  corridor  were  reported  missing.  One  was 
Margaret  Lynn  Finner,  last  seen  getting  into 
a blue  van  in  front  of  the  General  Wayne 
Motel  on  August  22,  1988,  and  the  second, 
Kathleen  Meyer,  was  last  seen  on  September 
10^^  on  Route  40.  It  was  clear  to  all  that  the 
killer’s  attacks  were  becoming  much  more 
frequent.  This  fits  with  A.L.  Carlisle’s  theory 
that  after  the  first  murder,  a killer  will  feel 
guilty  and  ashamed  and  stop  for  a period  of 
time;  in  the  Delaware  case,  seven  months 
passed  between  the  deaths  of  Ellis  and 
DiMauro.^  The  urges  return,  however,  and 
soon  the  murders  become  more  and  more 
frequent  as  the  killer  is  unable  to  gain  as 
much  satisfaction  out  of  each  one.  For  this 
reason,  the  killings  may  also  become  increas- 
ingly sadistic.  This  is  also  exemplified  in  the 
Pennell  case. 

At  this  time,  police  were  also  working  on 
the  tire  tracks  found  adjacent  to  DiMauro’s 
dumped  body.  Pennell  was  kept  under  sur- 
veillance 24  hours  a day,  and  was  apparently 
paranoid  that  he  was  being  followed.  On 
October  20,  1988,  police  saw  the  suspect 
taking  his  van  to  Pep  Boys,  a Newark  repair 
shop.  They  later  checked  the  store’s  records 
and  saw  that  Pennell  had  purchased  three 
new  tires  and  had  them  replaced  on  the 
premises.  Pep  Boys  was  unsure  which  of  their 
used  tires  had  been  removed  from  the  van 
because  they  were  all  kept  in  a large  bin.  On 
October  22,  the  police  seized  thirty  used  tires 
from  the  store  and  made  plaster  casts  of 
them.  The  casts,  along  with  the  original 
tracks  from  the  crime  scene,  were  all  sent  to 
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the  FBI  for  analysis.  The  FBI  determined 
that  two  of  the  used  tires  were  “similar  in 
tread  design”  to  the  original  casts. 

Soon  after  Pennell’s  encounter  with  Of- 
ficer Lano,  Superior  Court  Judge  Vincent 
Bifferato  authorized  police  to  hide  a micro- 
phone in  his  van,  but  the  suspect  found  it  on 
October  23^^  and  removed  it.  That  same  day, 
police  received  a search  warrant  for  the  van. 
They  removed  several  sets  of  pliers,  ham- 
mers, duct  tape,  clothing,  a torture  oriented 
sex  tape,  and  plastic  ligatures  which  matched 
the  pattern  on  Ellis  and  DiMauro’s  necks. 
They  also  removed  fibers  and  blood  samples 
from  the  carpet.  The  blood  samples  proved  to 
be  a DNA  match  for  Catherine  DiMauro. 
Additionally,  pieces  of  duct  tape  found  in 
DiMauro’s  hair  matched  up  with  fragments 
found  in  the  van.  On  November  12,  1988, 
hunters  discovered  a fourth  body  along  the 
C&D  canal.  Although  it  was  badly  decom- 
posed, medical  examiners  identified  the 
woman  as  Margaret  Finner.  She  also  had 
sustained  mutilating  injuries,  including  a 
puncture  wound  to  the  abdomen,  but  the 
cause  of  death  was  undetermined  due  to  the 
decomposition  and  mummification  of  her  body. 

After  two  months  of  around-the-clock  sur- 
veillance, Steven  Bryan  Pennell  was  finally 
arrested  on  November  29,  1988,  for  the  mur- 
der of  Catherine  DiMauro,  one  year  to  the  day 
after  the  first  victim  was  found.  The  state  of 
Delaware  spent  at  least  one  million  dollars  in 
his  investigation.  He  was  indicted  for  the 
deaths  of  Shirley  Ellis  and  Michelle  Gordon 
on  December  5^^,  1988.  Police  continued  to 
search  for  the  body  of  Kathleen  Meyer,  but  to 
no  avail.  That  search  was  discontinued  on 
November  18^^,  1988,  and  her  body  has  never 
been  found. 

In  early  December  of  1988,  The  News 
Journal  ran  interviews  with  “Sandy,"  a pros- 
titute in  the  corridor  who  may  have  had  an 
encounter  with  Steven  Pennell.^  She  re- 
ported that  on  September  19,  1988,  she  met 
a man  resembling  Pennell  at  a diner  and 
agreed  to  go  with  him  in  his  van.  He  drove  her 
to  the  C&D  canal  and  said  he  wanted  to  tie  her 
up  with  duct  tape.  She  refused  and  report- 
edly gave  him  oral  sex  “out  of  fear.”  After- 


wards, they  began  fighting  and  he  attempted 
to  tie  her  up  with  the  tape  anyway.  She 
managed  to  break  away  and  jump  out  of  the 
van,  and  while  walking  along  the  road  flagged 
down  a state  police  car.  Since  there  was  fear 
of  a serial  killer  among  corridor  prostitutes, 
“Sandy”  and  her  sister  watched  out  for  each 
other  by  always  getting  the  license  tag  num- 
ber from  their  respective  tricks.  Her  sister 
was  therefore  able  to  give  the  number  to  the 
police.  The  next  day,  September  20^^,  Michelle 
Gordon’s  body  was  found,  also  at  the  canal. 
“Sandy”  claims  that  police  came  to  her  house 
the  day  of  Pennell’s  arrest  to  have  her  iden- 
tify his  picture. 

About  Steven  Pennell.  Once  Pennell  became  a 
suspect,  the  task  force  found  that  he  eerily 
matched  the  FBI’s  profile  of  him.  The  Na- 
tional Center  for  the  Analysis  of  Violent 
Crime  predicted  a white  male,  in  his  mid- 
twenties to  early  thirties,  who  planned  his 
crimes  and  possibly  even  altered  a vehicle  for 
that  purpose.  Steven  Pennell  was  a white 
male  and  31  years  old  at  the  time  of  his  arrest. 
When  police  later  searched  the  van,  they 
found  that  it  was  fully  insulated,  with  con- 
cealing curtains  over  the  rear  windows  and  no 
inside  door  handles.  There  were  also  hooks 
in  the  wall  to  tie  his  victims  to.  The  FBI 
divined  that  he  would  live  in  the  area  and 
have  a “he-man”  type  personality.  More 
specifically,  they  predicted  that  he  would  be 
a construction  worker  because  of  the  location 
of  both  bodies  and  the  injuries,  which  ap- 
peared to  be  from  a hammer  and  various 
pliers.  Pennell  did  live  in  the  area,  in  Glasgow 
Pines  Trailer  Court  outside  of  Newark,  and 
he  was  an  electrician  who  frequently  worked 
construction  jobs.  The  Behavioral  Science 
Unit  also  correctly  predicted  that  he  would  be 
married.  Steven  Pennell  also  fits  the  slightly 
more  general  profile  of  a serial  murderer. 
According  to  several  experts,  this  ‘breed’ 
shares  very  similar  characteristics.  John 
Douglas,  former  head  of  the  FBI  Behavioral 
Science  Unit  says,  “it’s  like  they  read  the 
same  book,”  while  Chicago  psychiatrist  Helen 
Morrison  stated,  “these  are  cookie-cutter 
people,  so  much  alike  psychologically  I could 
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close  my  eyes  and  be  talking  to  any  one  of 
them.”’^'*  Pennell,  like  most  serial  killers,  was 
classified  as  'organized.'  This  means  that  his 
victims  were  all  targeted  strangers,  he  used 
restraints,  left  no  weapons  behind,  he  had  a 
vehicle  and  therefore  mobility,  and  was  a 
skilled  worker,^  His  method  of  operation  was 
'hands-on'  rather  than  through  a firearm,  and 
his  victims  were  mutilated,  both  common 
characteristics  of  serial  killers.^ 

Almost  all  serial  murderers  have  a his- 
tory of  physical,  emotional  or  sexual  abuse  in 
childhood,  especially  maternal  abuse. While 
nothing  was  ever  publicly  proven,  there  was 
witness  testimony  that  Pennell  was  abused  by 
his  mother,  as  she  favored  his  older  sister. 
This  pattern  may  have  repeated  itself,  as 
there  are  additional  accusations  that  Pennell 
did  the  same  with  his  own  children,  doting  on 
his  step-daughter  and  abusing  his  son,  possi- 
bly even  his  wife.  The  majority  of  serial 
killers  are  also  highly  intelligent;  some  even 
rank  as  geniuses,  as  they  need  to  be  to  escape 
detection  for  long  periods  of  time.  While 
Pennell  was  never  given  an  IQ  test,  his  ac- 
tions while  under  surveillance,  including 
changing  the  tires  on  his  van  and  leaving  the 
bodies  in  different  locations,  allowed  him  to 
claim  at  least  four  victims  over  a full  year 
before  he  was  caught.  According  to  Anastasia 
Toufexis,  this  group  of  men  may  be  charming 
and  intelligent,  but  they  are  “failures  at  life.”" 
Even  Pennell’s  friends  said  that  he  “wasn’t 
the  greatest  worker  or  provider.”  He  had 
been  fired  from  more  than  one  job,  and  had 
been  unemployed  in  the  months  leading  up  to 
his  arrest.  He  was  expelled  from  the  Interna- 
tional Brotherhood  of  Electrical  Workers 
Union  for  failure  to  show  up  for  work;  this 
hints  at  problems  with  authority  and  disci- 
pline, a characteristic  mentioned  by  Newton 
in  Serial  Slaughter?  Another  of  Pennell’s 
failures  was  his  attempt  to  join  the  police 
force.  He  took  criminal  justice  classes  at 
Delaware  Technical  and  Community  College, 
but  could  not  do  push-ups  because  of  his  size, 
and  was  therefore  unable  to  meet  the  physical 
requirements.  Newton  also  states  that  a 
significant  number  of  serial  murderers  have 
attempted  to  find  positions  in  a law  enforce- 


ment field. ^ His  hypothesis  is  that  “police 
work,  with  its  trappings  of  violence  and  au- 
thority, exerts  an  irresistible  attraction  for 
some  sociopaths.”^  Finally,  the  vast  majority 
of  the  group  are  considered  'territorial,'  mean- 
ing they  operate  out  of  a specific  area.^  Con- 
sider New  York  City’s  “Son  of  Sam”  David 
Berkowitz  and  Chicago’s  John  Wayne  Gacy. 
Pennell  once  again  fits  with  the  stereotype,  as 
he  killed  within  miles  of  his  home. 

The  Trial.  On  September  26,  1989,  Pennell’s 
trial  began  as  he  plead  guilty  to  all  three 
charges  of  murder.  This  case  marks  the  first 
time  that  DNA  analysis  was  admitted  as 
evidence  in  a Delaware  court,  but  it  did  come 
with  restrictions.  Judge  Richard  S.Gebelein 
allowed  prosecutors  to  say  the  blood  found  in 
Pennell’s  van  matched  that  of  Catherine 
DiMauro,  but  not  the  analysis  generated  sta- 
tistic that  there  was  only  a 1/400  million 
chance  that  the  blood  wasn’t  DiMauro’s.  The 
defendant  did  admit  to  paying  DiMauro  and 
Gordon  for  sex  shortly  before  their  deaths, 
and  defended  himself  against  the  DNA  evi- 
dence by  claims  that  DiMauro  was  menstru- 
ating. Pennell  had  no  alibi  on  the  nights  Ellis 
and  Gordon  were  killed,  but  claims  he  was 
home  with  his  wife  and  friends  during  the 
murder  of  DiMauro.  On  November  23^^,  1988, 
however,  he  was  found  guilty  in  the  deaths  of 
Ellis  and  DiMauro.  The  jury  was  unable  to 
come  to  a conclusion  in  the  case  of  Gordon, 
and  the  judge  declared  her  case  a mistrial. 
The  jury  was  also  unable  to  unanimously 
decide  on  the  death  penalty,  which  meant 
that  he  automatically  received  a life  sentence 
with  no  chance  for  parole.  For  the  two  women, 
this  translated  into  two  consecutive  life  sen- 
tences without  parole. 

Pennell  was  in  the  process  of  appealing 
his  life  sentence  when  authorities  decided  to 
charge  him  in  the  death  of  Kathleen  Meyer, 
and  retry  him  for  Michelle  Gordon’s  murder. 
Although  Meyer’s  body  was  never  found,  an- 
other bloodstain  discovered  during  the  first 
trial  proved  to  be  her  DNA  match.  Repre- 
senting himself,  Pennell  plead  no  contest  to 
the  charges  on  October  30,  1991,  the  first  day 
of  the  new  trial.  A no  contest  plea  is  treated 
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the  same  as  guilty  plea  in  hopes  that  he  would 
receive  the  death  penalty.  His  wish  was  to  get 
the  proceedings  over  with  as  quickly  as  pos- 
sible for  the  sake  of  his  family.  He  stated 
several  times  that  his  family  had  suffered 
enough,  and  actually  argued  for  his  own  ex- 
ecution. He  quoted  from  the  scriptures  and 
made  statements  such  as  “the  perpetrator 
must  have  sensed  a pleasure  in  these  kill- 
ings,” and  “The  way  the  circumstances  were 
repeated  again,  and  again,  and  again. ..one 
could  hardly  say  the  death  penalty  is  dispro- 
portionate,” to  describe  himself.  Pennell  was 
still  claiming  that  it  was  his  life-style  that  led 
to  his  arrest;  he  was  known  to  cruise  the 
corridor  whenever  he  could  not  sleep  or  ar- 
gued with  his  wife.  Judge  Gebelein  gave  the 
defendant  what  he  asked  for  the  next  day, 
when  he  sentenced  him  to  die  on  January  17, 
1992.  Pennell  attempted  to  kill  himself  twice 
while  in  custody,  and  was  on  a strict  suicide 
watch  up  until  his  execution.  While  a manda- 
tory state  Supreme  Court  review  of  the  case 
pushed  the  date  back  to  March  15^^,  1992, 
Pennell,  as  promised,  offered  no  witnesses  in 
his  defense,  nor  did  he  file  any  appeals. 
Several  others,  however,  made  appeals  on  his 
behalf.  These  persons  included  his  wife  and 
two  men  totally  unknown  to  the  condemned 
prisoner.  All  of  these  appeals  were  denied, 
and  Pennell’s  execution  went  off  without  is- 
sue. He  was  killed  by  lethal  injection  at  9:49 
a.m.  without  saying  any  last  words.  He 
clutched  a rosary  and  had  adorned  his  cloth- 
ing with  crucifixes.  Pennell  had  stated  earlier 
that  he  was  a reformed  Catholic  who  believed 
he  was  going  to  heaven.  The  prisoner  was 
killed  by  a combination  of  sodium  pentothal, 
pancuronium  bromide,  and  potassium  chlo- 
ride, which  respectively  acted  as  a sedative, 
a muscle  relaxant  and  a drug  which  arrested 
his  heart.  Steven  Pennell  died  of  acute  cardio- 
respiratory failure.  This  execution  was  the 
first  in  Delaware  since  1946,  at  which  time  the 
method  of  execution  was  by  hanging. 


WHAT  MAKES  A SERIAL  KILLER? 

The  question  on  everyone’s  mind  is  how  does 
a seemingly  normal  person  end  up  as  a sadis- 
tic demon  who  kills  for  sport?  This  is  what 
fascinates  the  public,  and  why  these  stories 
make  such  sensational  news  and  tabloid  ar- 
ticles. According  to  Myers,  et  al,  “perhaps 
the  most  unsettling  aspect  of  these  crimes  is 
that  they  divulge  an  extremely  potent,  de- 
structive id  residing  in  'normal'  humans.”’ 
The  answer,  as  with  most  psychiatric  mala- 
dies, is  that  no  one  knows  for  certain.  There 
are  almost  as  many  theories  as  there  are 
experts  on  the  subject.  According  to  Carlisle, 
the  road  towards  a life  of  serial  murder  begins 
with  the  normal  human  psychological  pro- 
cesses of  dissociation  and  fantasy  to  avoid 
painful  feelings  and  memories.^  The  problem 
starts  when  these  coping  mechanisms  begin 
to  take  over  real  life,  and  the  fantasies  breed 
hate  and  bitterness.  Over  time  the  fantasies 
become  stronger,  and  the  patient  creates  a 
make-believe  world  in  which  he  has  control 
and  power  over  others.  After  rehearsing 
these  fantasies  so  many  times  in  his  head,  the 
jump  to  real  life  is  not  too  far-fetched. 
Prentky,  et  al,  also  acknowledge  the  role  of 
fantasy  in  perpetuating  sexually  assaultive 
and  sadistic  behavior.’^  In  their  study  they 
found  that  serial  murderers  were  much  more 
likely  to  have  an  'intrusive  fantasy  life'  than 
the  general  population,  or  even  single  mur- 
derers. Eighty-six  percent  of  the  serial  kill- 
ers in  their  experiment  reported  repeated 
fantasies  of  rape,  murder,  or  both,  while  only 
23  percent  of  the  single  murderers  did  so.’^ 
The  researchers  postulated  a classical  condi- 
tioning model  in  which  repeated  pairing  of  the 
fantasy  with  masturbation  leads  to  a pleasur- 
able feeling  from  the  fantasy  alone,  as  well  as 
increased  incentive  to  act  on  that  fantasy. 
Helen  Morrison,  a psychiatrist  who  has  ex- 
tensively interviewed  serial  killers,  believes 
that  these  men  did  not  experience  individu- 


484 


Del  Med  Jrl,  November  2000,  Vol  72  No  1 1 


Scientific  Articie 


ation  during  their  first  year  of  life.^  This  is 
a normal  developmental  process  during  which 
an  infant  realizes  he  is  separate  from  his 
mother  and  his  surroundings.  Because  the 
serial  killer  never  goes  through  this,  he  treats 
other  people  as  objects  and  “explores 
killing... like  child’s  play.” 

Hale  theorizes  that  a serial  murderer  is 
releasing  a past  humiliation  in  an  attempt  to 
regain  lost  power. ^ While  obviously  not 
everyone  who  experiences  humiliation  be- 
comes a serial  killer,  these  men  tend  to 
internalize  their  hurt  and  use  it  to  rationalize 
murder.  Some  examples  are  Ted  Bundy,  who 
was  rejected  by  his  fiance,  and  Ed  Gein,  who 
was  terrorized  by  a domineering  mother. 
Gerhard  Falk  takes  this  theory  one  step 
further  in  his  belief  that  serial  murderers  are 
attempting  to  avenge  themselves  on  a certain 
class  of  people,  for  example,  prostitutes. 
Catholics,  or  police.'^  Albert  DiSalvo,  “the 
Boston  Strangler, ’’always  killed  middle  class 
women  because  he  felt  his  middle  class  wife 
and  others  were  looking  down  on  him  for 
being  raised  poor.  Obviously,  the  etiology  of 
the  serial  murderer  is  a subject  that  needs 
much  more  research,  but  all  of  these  theories 
share  the  theme  that  these  people  were  dam- 
aged early  in  their  lives,  and  were  unable  to 
adequately  cope  with  that  hurt. 

CONCLUSION 

Through  a close  look  into  Wilmington, 
Delaware's  first  convicted  serial  murder  in- 
vestigation, hopefully  we  will  be  able  to  come 
to  a better  understanding  of  the  nature  and 
driving  force  behind  these  killers.  Myers,  et 
al  asks  the  question  “is  our  tendency  to  view 
these  serial  sexual  homicides  as  the  product 
of  'madness'  an  attempt  to  reassure  ourselves 
that  we  are  incapable  of  such  evil?”'  While 
it  may  make  us  feel  better,  serial  killers  are 
not  simply  raving  lunatics,  and  at  least  on  the 
outside,  are  as  normal  as  the  rest  of  us.  These 
murderers  are  also  not  raised  in  a vacuum, 
and  I find  it  significant  that  in  the  past  twenty 
years,  the  United  States  has  been  home  to  75 
percent  of  the  world’s  serial  killers.**  Society 


plays  as  much  a role  as  genetics  in  almost  all 
psychological  problems,  and  this  is  no  excep- 
tion. American  society  cannot  duck  respon- 
sibility on  this  issue,  nor  can  we  ignore  the 
problem,  for  it  is  not  going  away.  The  primary 
author  is  wondering  why  a majority  of  the 
world’s  “serial  killers”  are  usually  white 
males. 
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THE  PERIPARTUM  PERIOD 

Pregnancy,  delivery  and  the  first  six  months  of  in- 
fancy are  suffused  with  mystery,  fear  and  euphe- 
mism. This  is  a time  of  powerful  transformation 
beyond  the  control  of  the  transformed.  It  is  a time  of 
change  in  physiology,  identity  and  relationships.  It  is 
no  wonder  that  one  out  of  ten  women  suffer  depres- 
sion during  pregnancy  and  after  delivery.  The  pur- 
pose of  this  paper  is  to  discuss  the  dimensions  of 
this  depression  and  to  propose  a treatment  algorithm 
for  this  disorder. 


BACKGROUND 

Depression  during  pregnancy  is  associated 
with  premature  birth  and  low-weight  for  ges- 
tational-age  babies  who  are  physically  com- 
promised. Low  birth  weight,  a manifesta- 


tion of  incomplete  development,  is  associated 
with  deficits  that  continue  beyond  infancy 
and  compromise  normal  development. Low 
birth-weight  babies  are  at  greater  risk  for  the 
development  of  hypertension,  diabetes,  car- 
diac disease  and  stroke  as  adults.  Mater- 
nal depression  during  the  first  year  after 
delivery  is  associated  with  abnormal 
brain  waves  in  infants, difficulty  in 
parenting,  developmental  delays  and 
cognitive  deficits  which  persist  beyond  in- 
fancy.®’^®’^^®®  Maternal  depression  is  also  as- 
sociated with  paternal  depressions®  "^®  and  its 
sequelae  of  drug  abuse,  family  dysfunction 
and  divorce. The  causative  mechanisms 
for  compromise  involve  alterations  in 
cortisol  2,3,48-51  catecholamine  levels, 

decreased  immune  system  response, 
changes  in  blood  flow  to  the  placenta  and 
impaired  self-care  by  depressed  women. S"*®® 
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A PUBLIC  HEALTH  ISSUE 

In  1998  there  were  6,500  deliveries  at 
Christiana  Hospital,  10,000  deliveries  in  Dela- 
ware and  4,000,000  deliveries  in  the  United 
States.  Depression  during  pregnancy  and 
after  delivery  is  not  simply  a problem  that 
affects  individuals  or  families;  it  is  an  issue 
of  public  health. 

Barriers  to  Therapy.  There  are  a number  of 
reasons  why  depression  during  pregnancy 
and  after  delivery  has  not  received  system- 
atic attention; 

• The  patient  is  continuously  in  motion, 
moving  from  primary  care  physician,  to 
obstetrician,  to  pediatrician:  Patient 
mobility  prevents  sustained  therapeutic 
focus. 

• Many  women  see  depression  as  a personal 
failure  to  be  endured  in  private. 

• Many  women  believe  that  the  only  treat- 
ment for  depression  is  medication  and 
have  reasonable  concern  about  taking 
medications  during  pregnancy  or  lacta- 
tion. 

• Treatment  options  have  focused  on  psy- 
chiatric referral.  The  initial  referral  to  a 
psychiatrist  is  stigmatizing,  costly,  and 
logistically  difficult. 

Any  intervention  to  deal  with  maternal  de- 
pression must  begin  during.pregnancy,  where 
it  impacts  the  health  of  the  fetus.  We  have 
developed  a systematic  approach  to  deal  with 
the  difficulties  that  have  prevented  treat- 
ment. Our  program  is  a Multi-centered  On- 
going Mothers  Monitoring  Algorithm 
(MOMMA). 


MOMMA 

Multi-centered  On-going  Mothers  Monitoring  Algorithm 
for  Perinatal  Behavioral  Health 

MOMMA  is  initiated  by  a standardized  as- 
sessment for  depression,®®'®^  which  begins 
with  the  diagnosis  of  pregnancy  and  contin- 
ues throughout  the  peripartum  period  by  the 


obstetrician,  pediatrician  and  family  practice 
physician.  The  assessment  is  administered, 
scored  and  stored  by  a computer  program  and 
can  be  utilized  as  part  of  the  routine  patient 
assessment  in  much  the  same  way  that  blood 
pressure  is  monitored. 

The  first  assessment  that  is  positive  for 
depressive  symptomatology  triggers  a social 
service  consultation,'^®  since  many  of  the  symp- 
toms of  depression  are  reactions  to  the  in- 
creased stress  posed  by  pregnancy. The 
goal  of  the  social  service  intervention  is  to 
provide  appropriate  and  focused  information 
about  the  resources  available  to  pregnant 
women  utilizing  a computerized  Perinatal 
Resource  Directory. 

A second  positive  assessment  (or  a CES- 
D score  greater  than  30)  triggers  an  immedi- 
ate structured  consultation  with  an  experi- 
enced psychiatric  nurse.  This  standardized 
evaluation  results  in  a treatment  plan  for 
step-wise  intervention. 

Stepwise  Intervention.  Stepwise  intervention  is 
based  on  the  principle  that  intervention  should 
begin  with  the  simplest  effective  step.  The 
resources  available  include  exercise, relax- 
ation techniques, massage  therapy  for 
parents  and  infants,  support  for  smoking 
cessation,  expectant  parent  education  classes, 
lactation  consultation,  milk  bank,  ®®  bereave- 
ment counseling,  new  parent  education 
classes,  “drop  in”  support  meetings,®^'®®  in- 
terpersonal group  therapy  (based  on  the 
model  developed  by  Klerman,  Weismann, 
O’Hara  and  Stewart),  ®®  phototherapy,  ®'^  non- 
pharmacological  intervention  for  sleep  dis- 
turbances, ®®'®^  a support  group  for  fathers, 
and  structured  situational  counseling  pio- 
neered by  Louis  Appleby.  Referral  to  our 
psychiatrist  for  pharmacological  interven- 
tion ®®’  ®®'®®  and  admission  to  Day  Program  or 
Hospital  is  immediately  available. 

Individual  outcomes  can  be  assessed  by  the 
use  of  the  CES-D,  patient  report,  and  earlier 
by  more  sophisticated  tools  including  uterine 
artery  blood  flow  ®^  ®®  and  cortisol  level 
changes. 

The  design  of  MOMMA  is  intended  to  serve 
as  a foundation  for  a program  that  is  compre- 
hensive, systematic  and  structured.  (See  Table  1) 
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PILOT  STUDY  OF  MOMMA 


Table  1.  MOMMA  Design 


A high  social  risk  obstetrical 
population  at  an  urban  teach- 
ing center  was  routinely 
screened  upon  first  prenatal 
visit  and  at  one,  two,  four,  and 
twelve  weeks  of  postnatal  age 
for  depressive  symptomatol- 
ogy (as  determined  by  the  Cen- 
ter for  Epidemiologic  Studies 
Depression  scale  (CES-D)  along 
with  four  targeted  screening 
questions;  past  history  of  de- 
pression or  postpartum  depres- 
sion, family  history  of  depres- 
sion, perception  of  inadequate 
social  support). 

Patients  whose  first  evalu- 
ation was  before  24  weeks  ges- 
tation and  who  were  evaluated  at  least  once 
postnatally  were  included  in  the  study.  Pa- 
tients who  had  a past  history  of  a non-anxiety/ 
stress/depressive  mental  health  disorder  or 
who  were  engaged  in  an  ongoing  mental  health 
program  or  who  declined  to  participate  in  the 
study  were  excluded.  Mothers  with  scores  > 
16  at  any  assessment  were  entered  into  the 
stepwise  interventional  portion. 

Initial  Step-Wise  Intervention:  Phone  contact  in- 
terview, support,  consultative  assistance. 


lactation  support,  and  follow-up  assessments. 
These  interventions  should  be  completed  at 
three  to  seven  day  intervals  until  symptoma- 
tology declines.  Patient  or  personnel  may 
request  more  phone  interaction  than  listed 
above.  Patient  or  personnel  may  request/ 
recommend  further  intervention  at  anytime. 

Next  level  intervention:  Step-wise  intervention 
should  be  followed  unless  there  is  a clinically 
indicated  need  to  accelerate.  Educational 
group  session,  group  therapy,  individual  psy- 
chologist-based therapy,  psychia- 
trist-based  interaction,  medication, 
and  in-patient  hospitalization. 


Prenatal  Depressive  Symptomatology 
Improves  Over  Time  With  MOMMA 


■ Prenatal  Score 

A 1 Week  Postnatal  O 4 Week  Postnatal 
• 2 Week  Postnatal  □ 12  Week  Postnatal 


45%  of  mothers  had 
high  scores  at  their 
first  prenatal  visit. 

In  these  mothers  there 
was  a reduction  in 
CES-D  scores  after 
entry  into  the  stepwise 
intervention  program. 
(P  < 0.05) 


SUMMARY 

Depression  during  pregnancy  and 
after  delivery  is  a problem  for  the 
mother  and  poses  a threat  to  the 
health  of  the  fetus,  the  infant,  and 
the  family  members. 

Low  birth-weight  babies  have  an 
increased  risk  for  impaired  cogni- 
tive function,  cardiac  disease,  vas- 
cular disease,  and  diabetes. 

The  incidence  of  depression  dur- 
ing pregnancy  and  after  delivery 
transforms  an  individual  psychologi- 
cal problem  into  a problem  of  public 
health. 
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The  Multi-centered  Ongoing  Mothers 
Monitoring  Algorithm  for  Perinatal  Behav- 
ioral Health  offers  a structured  approach  to 
diagnosis  and  treatment  of  depression  during 
pregnancy  and  after  delivery. 

MOMMA  serves  as  a model  of  care  which 
can  be  offered  to  other  hospitals. 
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EDITORIAL 


A Stroke  Is  Nothing 
to  Sneeze  At 


Peter  V.  Rocca,  M.D. 


Once  again  Peter  Jennings  and  others  of  his 
professional  ilk  have  appeared  on  the  na- 
tional news  in  order  to  extol  the  evils  of  a 
common  medical  treatment.  This  time  the 
injurious  act  committed  upon  the  hapless 
public  by  ignorant  physicians  and  pecuni- 
ary pharmaceutical  companies  is  the  dis- 
pensing of  the  ubiquitous  drug,  phenylpro- 
panolamine. Yes,  it  appears  that  phenyl- 
propanolamine, that  common  ingredient 
found  in  decongestants  and  appetite 
suppressants,  has  been  implicated  as  a 
potential  etiologic  factor  in  stroke  in  young 
women.  Apparently  the  source  of  the  story 
which  the  news  anchors  relayed  to  our  pa- 
tients was  a five-year  study  conducted  at 
Yale  University  which  in  turn  led  a panel  of 


Peter  V.  Rocca,  M.D.,  is  a rheumatologist  practicing  in 
Wilmington,  Delaware.  He  is  an  Associate  Editor  of  the 
Delaware  Medical  Journal. 


experts  at  the  Food  and  Drug  Administra- 
tion to  recommend  that  the  ingredient  be 
barred  from  over-the-counter  medications. 
This  in  turn  allowed  the  news  agencies  to 
interview  the  self-proclaimed  expert  and 
perpetual  iconoclast.  Dr.  Sidney  Wolf,  on 
the  evening  news.  He  was  all  too  happy  to 
look  at  the  camera  and  deliver  a sage  and 
profound  “I  told  you  so.” 

Sadly,  though,  the  data  regarding  risks 
of  phenylpropanolamine  and  stroke  were 
not  immediately  forthcoming.  What  was 
ultimately  stated  is  that  the  drug  agency 
has  received  44  strokes  tied  to  the  ingredi- 
ent in  the  last  30  years.  Nonetheless,  agency 
officials  have  estimated  that  more  than  200 
such  incidents  occur  each  year.  How  this 
number  is  extrapolated  is  uncertain.  I would 
hope  that  confounding  comorbid  variables 
which  could  be  contributory  to  the  afore- 
mentioned 44  strokes  have  been  excluded. 


Del  Med  Jrl,  November  2000,  Vol  72  No  1 1 


495 


Editorial 


e.g.,  vasculitis,  hypercoagulable  states,  ac- 
celerated atherogenesis,  etc.  My  immediate 
thought  upon  hearing  of  this  association  was 
but  what  is  the  denominator?”  In  other 
words,  how  many  Americans  use  this  agent 
every  year?  Certainly,  annually  Americans 
spend  hundred  of  millions  of  dollars  to  con- 
sume billions  of  doses  of  products  containing 
phenylpropanolamine,  including  Alka  Selt- 
zer, Dexatrim,  Dimetapp  and  Triaminic.  Put 
another  way,  out  of  billions  of  doses  of  this 
cold  remedy  there  have  been  44  strokes  over 
a 30  year  period,  maybe.  And  now,  according 
to  the  FDA,  the  drug  should  be  banned. 
What’s  going  on  here?  Several  possible  expla- 
nations are  plausible. 

The  FDA  serves  as  the  watchdog  of  the 
pharmaceutical  industry  on  behalf  of  the 
public  and,  as  such,  serves  a useful  role  at 
protecting  the  public  welfare  — at  least  in 
theory.  As  a government  bureaucracy,  it 
must  justify  its  existence  and  no  doubt  is 
under  extra  pressure  to  “perform”  during  an 
election  year.  In  addition,  this  is  a society  in 
which  litigation  has  run  amuck.  As  I write 
this  editorial,  I am  sipping  coffee  I purchased 
from  a McDonald’s.  On  the  side  of  the  cup  are 
printed  the  words,  “Caution.  Contents  may 
be  hot.”  One  would  hope  hot  coffee  would  be 
hot.  Obviously,  McDonald’s  is  attempting  to 
insulate  itself  from,  pardon  the  pun,  getting 
burned  in  a lawsuit.  Likewise,  the  FDA  tends 
to  err  on  the  side  of  the  consumer,  lest  Uncle 


Sam  get  hit  with  a multibillion  dollar  class 
action  lawsuit. 

Will  the  American  public  survive  without 
any  ill  effects  should  phenylpropanolamine 
be  taken  off  the  shelves  of  the  local  phar- 
macy? Absolutely  it  will.  There  are  other 
agents,  e.g.,  pseudoephedrine,  that  can  hand- 
ily fill  its  place.  I am  not  so  much  dismayed  by 
this  one  particular  action  as  I am  by  the 
process  in  general  that  occurs  in  Washington. 
Worthwhile  medications  that  have  benefited 
many  more  individuals  than  they  have  harmed 
— cisapride  comes  to  mind  — have  gotten  the 
federal  ax. 

We  have  just  come  through  another  presi- 
dential election  and  the  candidates  once  again 
spent  a considerable  amount  of  time  discuss- 
ing government  intervention  in  the  delivery 
of  health  care.  Both  Governor  Bush  and  Vice- 
President  Gore  spent  millions  trying  to  ex- 
pound their  position  on  prescription  drug 
coverage  for  seniors  and  the  solvency  of  Medi- 
care. It  has  become  the  norm  for  federal 
officials  to  attempt  to  obtain  office  by  per- 
suading the  public  that  they  have  the  solution 
to  the  ever-rising  cost  of  medicine.  At  no 
time,  however,  does  the  public  ever  hear  any 
serious  discussion  concerning  tort  reform  — 
an  action  that,  if  done  correctly,  might  save 
the  US  economy  billions.  Perhaps  one  day, 
we’ll  all  wake  up  and  see  warning  labels  on  the 
faucets  in  our  bathrooms  that  read  “Warning. 
Contents  may  be  wet  and  cause  drowning.” 
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Blood-lead  screening  of  every  child  12  months  of  age 
could  lead  to  the  virtual  end  of  this  problem. 


For  more  information  on  our  new  blood-lead 
screening  guidelines,  call  1-800-464-4357  and  ask 
for  the  Office  of  Lead  Poisoining  Prevention. 


24-Hour  Domestic  Violence 
HOTLINES 


New  Castle  County 

Childjnc.:  302-762-6110 
Bilingual  DV  Hotline:  1-888-522-2571 

Kent/Sussex  Counties 

Families  in  Transition:  302-422-8058 

Bilingual  DV  Hotline:  302-228-5906 
8:00-5:00,  Monday-Friday  Only 

Bilingual  DV  Hotline:  302-228-5904 
Evenings,  Weekends,  Holidays 
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There’s  a simple  way 
to  determine  the  value 

of  your  malpractice  insurance. 


Get  sued 


'll 


j 


DOMESTIC  VIOLENCE  - PART  2 


Domestic  Violence:  A Resource  Manual  for 
Healthcare  Providers  for  the  State  of  Deiaware 

Part  2:  Legal  Issues 


The  Medical  Subcommittee  of  the  Delaware  Domestic  Violence  Coordinating  Council 
(DVCC)  has  worked  on  and  completed  Domestic  Violence:  A Resource  Manual  for 
Healthcare  Providers  for  the  State  of  Delaware.  It  is  both  an  educational  tool  and  a handy 
resource  for  documentation  and  reference,  with  many  examples  of  clinical  guidelines, 
screening  questions  and  checklists  for  safety  screening.  It  is  intended  for  all  healthcare 
providers,  not  just  physicians. 

The  Delaware  Medical  Journal  will  be  reprinting  three  very  important  chapters  from  this 
manual:  Understanding  Domestic  Violence  (October  2000),  Legal  Issues,  and  Health  Care 
Provider's  Response. 

A free  copy  of  Domestic  Violence:  A Resource  Manual  for  Healthcare  Providers  forthe  State 
of  Delaware,  in  its  entirety  (Five  Chapters  and  ten  Appendices),  can  be  obtained  by  calling 
the  Delaware  Coalition  Against  Domestic  Violence  at  1-800-701-0456.  You  may  also  e-mail 
your  request  to  dcadv@aol.com. 


DEFINITION  OF  DOMESTIC 
VIOLENCE 

There  is  no  one  definition  of 
domestic  violence  that  ap- 
plies to  all  incidents  of  abuse. 
Instead,  different  agencies 
and  organizations  have  de- 
veloped different  working  ; 
definitions.  Relevant  legis-  | 
lation  defines  domestic  vio-  I 
lence  differently  as  well. 

Generally  however,  do- 
mestic violence  is  defined  as 
a pattern  of  controlling  and  | 
assaultive  behavior  that  oc- 
curs within  the  context  of 
adult  intimate  relationships.  | 
It  includes  any  injury  or 
threat  of  injury  between 
members  of  a family  or  inti- 
mate relationship,  including 
husband  and  wife,  boyfriend 


and  girlfriend,  same-sex 
couples,  and  parent  and  child, 
and  could  involve  physical, 
sexual  and/or  emotional 
abuse. 


LEGAL  OPTIONS  FOR 
VICTIMS 

The  provider  who  is  aware  of 
the  legal  options  available  in 
Delaware  will  be  better  able 
to  facilitate  access  to  these 
resources.  Providers  have 
two  legal  options  to  suggest 
to  their  patients: 

1.  Criminal  Action 

Report  the  incident  to  the 
police;  Many  acts  of  domes- 
tic violence  constitute  a crime 
under  Delaware  law.  These 


acts  may  include  but  are  not 
limited  to  threats  to  harm, 
harassment,  and  physical  or 
sexual  assault.  Unless  re- 
porting is  required  due  to  an 
injury  or  circumstance  as  de- 
scribed under  section  C be- 
low, reporting  to  the  police  is 
a breach  of  confidentiality 
without  the  victim’s  consent. 
While  a few  states  have  man- 
datory reporting  for  sus- 
pected DV,  Delaware  does 
not  provide  for  mandatory 
reporting  except  as  noted 
herein. 

2.  Civil  Action 

Protection  From  Abuse  or- 
ders are  civil  orders  issued 
by  the  Family  Court  of  Dela- 
ware. A Protection  From 
Abuse  action  allows  a victim 
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of  domestic  violence  to  ob- 
tain a court  order  against 
their  abusive  partner.  This 
remedy  does  not  require  po- 
lice intervention  but  rather 
is  an  action  between  the  par- 
ties involved  in  the  relation- 
ship. Persons  who  can  file  for 
a Protection  From  Abuse  or- 
der must  either  he  married, 
formerly  married,  living  to- 
gether at  the  time  of  the  abu- 
sive incident  or  have  a child 
in  common.  A PFA  order  can 
also  be  granted  on  behalf  of 
minor  children  and  disabled 
adults.  Currently,  same-sex 
partners  and  dating  couples 
are  not  protected  by  any  civil 
process  under  Delaware  law. 
The  Protection  From  Abuse 
order  provides  protection  of 
the  petitioner,  who  files  the 
PFA,  from  the  respondent, 
who  is  named  in  the  PFA. 
The  judge  may  order  any  or 
all  of  the  following  to  be  in- 
cluded within  the  protection 
from  abuse  order: 

1.  Prohibit  contact  of  the  re- 
spondent with  the  appli- 
cant 

2.  Temporarily  assign  use  of 
property  including  house, 
vehicles,  and  checkbooks 

3.  Grant  custody  of  children 

4.  Relinquish  any  firearms 

5.  Counseling  or  treatment 

The  Protection  From  Abuse 
order  is  granted  for  a speci- 
fied time,  up  to  one  year. 
Another  hearing  may  extend 
a PFA  for  up  to  an  additional 
six  months.  A PFA  issued  in 
any  county  of  the  State  of 
Delaware  is  enforceable 
throughout  the  country,  and 
any  person  violating  the  PFA 
can  be  arrested  without  a war- 
rant. The  judge  or  justice  of 


the  peace  will  determine  the 
amount  of  bail,  if  any.  Though 
the  Protection  From  Abuse 
order  is  not  a guarantee  of 
safety  (there  is  no  such  thing), 
it  is  an  important  remedy  for 
victims  of  domestic  violence 
as  they  plan  for  their  safety 
and  that  of  their  children. 

There  is  a wide  range  of 
services  available  to  all  vic- 
tims of  domestic  violence 
throughout  the  state  of  Dela- 
ware. These  services  include 
court  advocacy  and  shelter 
services,  legal  assistance, 
community-based  programs 
and  more.  Many  victims  will 
want  to  enlist  the  help  of  the 
Justice  System,  but  others 
may  choose  not  to  for  a vari- 
ety of  reasons  ranging  from 
shame  to  fear.  It  is  impor- 
tant that  victims  understand 
there  are  numerous  options 
available  to  assist  them. 


REPORTING  ISSUES  FOR 
PROVIDERS 

Mandatory  reporting:  Dela- 
ware law  requires  any  physi- 
cian or  health  care  practitio- 
ner to  report  the  following 
(this  is  not  a comprehensive 
list  ...  it  addresses  injuries  a 
provider  may  encounter): 

• Any  nonaccidental  poi- 
soning (report  to  the  po- 
lice) 

• Any  stab  wound  (report 
to  the  police) 

• Any  bullet  wound,  gun- 
shot wound,  powder  burn 
(report  to  the  police) 

• Suspected  child  abuse 
(report  to  Division  of 
Family  Services) 

• Suspected  elder  abuse 
(report  to  Adult  Protec- 


tive Services) 

• Any  2"'^  and/or  3'’'*  degree 
burn  over  five  percent  To- 
tal Body  Surface  Area,  or 
significant  respiratory 
tract  burn  (report  to  the 
Fire  Marshall) 

Injuries  received  by  members 
of  the  Armed  Forces  while  on 
duty  are  excluded.  Failure  to 
report  the  above  injuries  may 
result  in  a fine  of  no  less  than 
twenty-five  dollars. 

Reporting  in  accordance 
with  this  law  shall  be  immune 
from  award  of  damages.  If 
the  injury  does  not  fulfill 
these  above-stated  condi- 
tions, then  reporting  domes- 
tic violence  in  the  State  of 
Delaware  (and  most  states) 
requires  the  consent  of  the 
patient  who  sustained  the  in- 
jury or  injuries.  Reporting 
without  consent,  unless  re- 
quired by  law  as  above,  con- 
stitutes breech  of  patient  con- 
fidentiality. 

INSURANCE  COVERAGE 

It  is  illegal  to  refuse  health 
insurance  coverage  for  a pa- 
tient because  of  injuries 
from,  or  history  of,  domestic 
violence.  It  is  also  illegal  to 
refuse  to  cover  any  injury  or 
problem  because  it  is  due  to 
domestic  violence.  Any  vio- 
lations of  this  law  should  be 
reported  to  the  Insurance 
Commissioner.  In  Dover/ 
Kent  County,  call  302-739- 
4251  and  ask  for  the  Con- 
sumer Service  Department. 
In  New  Castle  and  Sussex 
Counties,  call  the  Consumer 
Services  Department  di- 
rectly at  1-800-282-8611. 
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DoN’t  Count 
QhickE^^  Until- 


FeAther 

lYoUrMe^t 


Meredith  plans  for  her  family’s  future 


At  Christiana  Bank  & Trust  Company,  we  specialize  in  the  creation 
and  preservation  of  family  wealth  through  sound  investment  management. 
Call  Bob  Elder,  President  and  CEO,  at  302.421.5800. 


Christiana  E 


ANK  & 'Riust  Company 

' 


Delaware  Banking...  the  way  it  used  to  be. 


Grccmillc  (lenler.  [IHOl  Kennell  Pike,  Greenville.  OK  19807 

wAwv.christianatrust.com 

(302)  421-5800  ^ 
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The  Journal  reaches  approximately  80  percent 
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case  sensitive 


On  The  Cover . . . 

HomeAgain{c.  1859)  by  Henry  Nelson  O’Neil,  is  part  of  the  exhibition  The  Defining  Moment:  Victorian  Narrative 
Paintings  from  the  FORBES  Magazine  Coilection  at  the  Delaware  Art  Museum.  O’Neil,  like  the  other  eminent 
artists  of  the  era  represented  in  the  exhibition,  displays  the  IQ**"  century  British  predilection  for  narrative.  His 
painting  is  created  to  tell  a story  solely  through  imagery.  One  of  a two-part  melodramatic  thriller,  Home  Again 
is  an  effective  example  of  the  narrative  painting  style  because  it  focuses  on  the  most  climactic  and  dramatic 
moment  of  the  story.  The  husband  has  returned  from  military  service  wounded,  an  everyday  hero  buoyed  by 
the  sight  of  his  family,  especially  his  wife,  and  homeland.  The  physical  contact  between  the  husband  and  wife 
is  conveyed  by  their  interlaced,  clasping  hands  and  the  lingering  and  emotional  gaze  they  share. 
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Q:  What  loses  value  faster  than  a car? 


A:  A medical  computer  system. 


BLUE  OX 

MEDICAL 

NETWORK 


CERNER 

SYSTEMS 


Frustrated  by  lost  phone  messages  and  lab  slips?  Charts  disappearing  from  your  desk?  Let  us 
help  you  eliminate  those  problems  and  get  you  back  to  the  job  you  were  trained  to  do-  seeing  and 
treating  patients! 

The  First  State’s  first  integrated  Application  Service  Provider  (ASP)  is  on  the  horizon.  Look  to 
the  Blue  OX  Medical  Network  for  practical  solutions  to  your  practice  management  problems. 
The  Blue  OX  will  provide  you  with  secure  access  to  your  electronic  medical  records  while 
permitting  you  fast,  accessible  interfaces  with  hospitals,  clinical  laboratories  and  imaging  centers 
for  direct  downloads  of  critical  documentation  and  diagnostic  information.  Couple  this  with 
easy-to-leam,  easy-to-use  registration/scheduling,  billing  and  practice  management  software,  and 
you’ve  got  practical,  accessible,  state-of-the-art  solutions  to  the  critical  problems  of  running  a 
medical  practice! 

Your  access  to  a functional  practice  management  system  will  be  available  in  less  than  3 months. 
Please  visit  our  website  at  www.blueoxmedical.com  for  additional  information,  or  call  us  at 
(302)  778-BLUE  (2583).  We  look  forward  to  your  call! 


Papastavros’  Associates  Medical  Imaging, LLC 
Committed...  To  you  and  your  patients! 


T> 

maintaining  a leadership  role  in  the  dehv- 
ery  of  high-quahty  healthcare,  Papastavros’ 
Associates  Medical  Imaging, LLC 
provides  a full  spectrum  of  quality,  state-of- 
the-art  diagnostic  imaging  services  in  a caring 
and  comfortable  environment. 


Imaging  services  provided  include: 


• X-Ray 

• M R I scanning 
/Open  Scanning 

• Ultrasound, 
including  Cardiac 

• Spiral  C.T.  Scan 

• Mammography/ 
Core  Biopsy 


• Dual  Energy  Bone 
Densitometery 

Nuclear  Medicine 

• Spect  Thallium/ 
Cardiolite 

• Scintmammography 


Our  Women’s  Centers  are  designed  to  address 

the  health  care  needs  of  all  women: 

• Mammography  services  provided  by  a staff  of 
highly  trained  technicians  and  dedicated 
professionals. 

• OB  and  breast  sonography,  echocardiography, 
cardiac  stress  and  doppler  scans. 

• Stereotactic  breast  biopsy,  the  latest 
technological  advance'  in  breast  cancer  detection 

• Dual  Energy  Bone  Densitometry  to  detect  and 
monitor  osteoporosis  comfortably,  quickly, 
safely  and  precisely 


Papastavros’ 

Associates 

MED.ICAL 


WeVe  there  vsfhere  you  need  us! 


VK  are  pleased  to  welcome  new 
facilities  in  Milford,  Lewes  and 
Glasgow.  Full  service  imaging  includ- 
ing a technically  advanced  “Open” 

MRI  for  claustrophobic,  pediatric,  and 
handicapped  patients  is  now  available 
at  our  office  in  the  Glasgow 
Medical  Center. 

• Wilmington 
1701  Augustine  Cut-Off 
Suite,  100,  Bldg.  IV 
Wilmington,  DE  1 9803 
(302)  652-3016 

• Glasgow 

2600  Summit  Bridge  Road, 

Suite  1 22 

Glasgow,  DE  19702 
(302)  832-5590 

• Newark  . 

40  Polly  Drummond  Hill  Road, 
Suite  100,  Bldg.4, 

Newark,  DE  19711 
(302)  737-5990 

• Healthcare  Center  at  Christiana, 
200  Hygeia  Drive, 

Newark,  DE  19702 
(302)  421-2121 


Other  Convenient  Locations: 

1508  Pennsylvania  Avenue  [302)  655-4042 
2700  Silverside  Road  (302)  478-1 100 
1805  Foulk  Road  Suite  1 [302)  475-8036 
420  Christiana  Medical  Center  [302)  368-3959 
1320  Philadelphia  Pike  [302)  792-2529 


1941  Limestone  Road  [302)  633-9873 

702  Delaware  Street,  New  Castle  [302)  328-1502 

Omega  Professional  Center  [302)  738-5500 

5317  Limestone  Road  [302)  239-9415 

550  Stanton-Christiana  Road  [302)  633-9910 


314  E.  Main  St.,  Newark,  [302)  455-0775 
1 1 1 Railroad  Ave.  Elkton,  MD  [410)  392-6155 
556  S.  DuPont  Hwy,  Milford,  [302)  424-4163 
1539  Savannah  Rd.,  Lewes  [302)  655-2590 
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UNIVERSTY  OF  MARYUNOJ^T 
aAlTIHORE  \ 


Health  Sciences  & Human  Services  Library 
Acquisitions/Serials  Dept. 

601  West  Lombard  Street 
Baltimore,  MD  21201 


Meeting  Your  Medical  Imaging  Needs 


Limestone  Medical  Center 

1941  Limestone  Road,  Suite  214 
Wilmington,  DE  19808 

Telephone:  (302)  892-6200 

Fax:  (302)  892-6206 

Internet:  www.limestonemed.com 


David  S.  Grubbs,  M.D.,  FACC,  FACP 
Medical  Director 

Frank  DiGregorio,  CNMT,  RDMS 
Director  of  Diagnostic  Imaging 


Community  Imaging  Center  Offers: 


Therapy 

1- 131  Thyroid  Ablation 

Cardiology 

Cardiovascular  Stress  Test 

2- D  Echoeardiogram 
ECG 

Holter  Monitor 
Loop  Monitor 
Signal  Averaged  ECG 

Ultrasound 

Abdominal 

Breast 

Extremity 

Obstetrical 


Pelvic 

Retroperitoneal 

Testicular 

Thyroid 

Transvaginal 

Vascular  Ultrasound 

Arterial  Duplex  Scan 
Carotid  Duplex 
Venous  Duplex  Scan 

Nuclear  Medicine 

Abcess  Localization 
Brain  Scan 
Bone  Scan 

Breast  Imaging  (Miriluma) 
First  Pass 

Gastric  Emptying  Scan 


Gastrointestinal  (GD  Bleed  Sean 
Gated  Blood  Pool  (MUGA)  Scan 
Hepatobilary  (HID A)  Scan 
Liver  and  Spleen  Sean 
Lung  Sean 
Meckel’s  Scan 

SPECT  Myocardial  Perfusion  Scan 
(Cardiolite  or  Thallium) 
Parathyroid  Scan 
Renal  Scan 
Testicular  Scan 

Thyroid  Carcinoma  Metastases 
Imaging 
Thyroid  Scan 
Tumor  Localization 

Offering  imaging  with: 

Cardiolite  lypssMmm 


Prompt,  courteous  service  • Test  results  available  in  24  hours  or  less  • All  positive  tests  called  and  faxed 


Other  Services  Available  At: 


Limestone 
Medical  Center 


1941  Limestone  Road 
Wilmington,  DE  19808 
(302)  992-0500 

• Medical  Aid  Unit 

• Laboratory 

• X-Ray 

• Ambulatory  Surgery 

Community  Imaging  Center 
(302)  892-6200 

• Nuclear  Medicine 

• Ultrasound 

• Cardiology 

• Therapy 


Mill  Creek 
Medical  Center 


4512  Kirkwood  Highway 
Wilmington,  DE  19808 
(302)  683-0123 

• Laboratory 

• X-Ray 


Committed  to 

Quality,  Service, 
& Dependability 


As  one  of  the  nation’s  largest  clinical  laboratory  networks,  LabCorp  is 
exceptionally  qualified  to  serve  the  medical  community  and  industry. 
Every  day  more  than  two  million  diagnostic  procedures  are  performed  in 
LabCorp’s  network  of  primary  testing  facilities.  LabCorp’s  couriers  drive 
more  than  400,000  miles  daily,  transporting  specimens  and  test  results 
to  and  from  more  than  130,000  clients. 


* Laboratory  Corporation  of  America 


Laboratory  Director:  Michael  J.  Mahoney,  MD  212  Cherry  Lane 

Staff  Pathologists:  Susan  M.  Donnelly,  MD  NBW  CdStiBj  DE  19720 

Joan  T.  Mobley,  MD  302-655-5227 


Meeting  Your  Medical  Imaging  Needs 


Limestone  Medical  Center 

1941  Limestone  Road,  Suite  214 
Wilmington,  DE  19808 

Telephone:  (302)  892-6200 

Fax:  (302)  892-6206 

Internet:  www.limestonemed.com 


David  S.  Grubbs,  M.D.,  FACC,  FACP 
Medical  Director 

Frank  DiGregorio,  CNMT,  RDMS 
Director  of  Diagnostic  Imaging 


Community  Imaging  Center  Offei«( 


Therapy 

1- 131  Thyroid  Ablation 

Cardiology 

Cardiovascular  Stress  Test 

2- D  Echocardiogram 
ECG 

Holter  Monitor 
Loop  Monitor 
Signal  Averaged  ECG 

Ultrasound 

Abdominal 

Breast 

Extremity 

Obstetrical 


Prompt,  courteous  service  • 


Pelvic 

Retroperitoneal 

Testicular 

Thyroid 

Transvaginal 

Vascular  Ultrasound 

Arterial  Duplex  Scan 
Carotid  Duplex 
Venous  Duplex  Scan 

Nuclear  Medicine 

Abcess  Localization 
Brain  Scan 
Bone  Scan 

Breast  Imaging  (Miriluma) 

First  Pass 

Gastric  Emptying  Scan 
results  available  in  24  hours  or  less  • 


Gastrointestinal  (Gl)  Bleed  Scan 
Gated  Blood  Pool  (MUGA)  Scan 
Hepatobilary  (HID A)  Scan 
Liver  and  Spleen  Scan 
Lung  Scan 
Meckel’s  Scan 

SPECT  Myocardial  Perfusion  Scan 
(Cardiolite  or  Thallium) 
Parathyroid  Scan 
Renal  Scan 
Testicular  Scan 

Thyroid  Carcinoma  Metastases 
Imaging 
Thyroid  Scan 
Tumor  Localization 

Offering  imaging  with: 

Cardiolite  i.v.pmmm 

All  positive  tests  called  and  faxed 


Other  Services  Available  At: 


Limestone 
Medical  Center 


1941  Limestone  Road 
Wilmington,  DE  19808 
(302)  992-0500 

• Medical  Aid  Unit 

• Laboratory 

• X-Ray 

• Ambulatory  Surgery 

Community  Imaging  Center 
(302)  892-6200 

• Nuclear  Medicine 

• Ultrasound 
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signed  release  forms. 
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usual  processing  time  to  publication  is  two  to  four  months, 
though  in  some  circumstances  this  may  be  longer  or  shorter. 
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Evolution  - Survival  of  the  Fittest  or 
Survival  of  the  Most  Adaptable? 

Answer:  All  of  the  Above 


Edward  F.  Quinn,  III,  M.D. 


Thank  you  for  the  honor  of  serving  as  your 
president  of  the  Medical  Society  of  Delaware 
in  its  212th  year.  I want  to  give  a special 
thanks  to  Mike  Alexander,  Martin  Begley, 
Stephen  Grubbs  and  other  past  presidents,  as 
well  as  the  Executive  Board  and  Mark  Meister, 
for  their  guidance  and  instruction  as  I've 
prepared  for  the  presidency  over  the  past 
three  years. 

Not  surprisingly,  our  Society  faces  chal- 
lenges despite  the  hard  work  of  all  those 
mentioned  above,  the  Board  of  Trustees,  the 
committees  of  the  Medical  Society  and  par- 
ticularly our  very  able  support  staff. 

We  still  have  internal  challenges.  Particu- 
larly, we  have  two  subsidiaries  that  have 


Edward  F.  Quinn,  III,  M.D.,  practices  orthopaedic  surgery  at 
Delaware  Bone  & Joint  Specialists  in  Milford  Delaware.  He  is 
the  president  of  the  Medical  Society  of  Delaware. 


another  crucial  year  - one  more  crucial  year. 
The  Credentialing  Connection  has  a firm  foun- 
dation of  clients  but  needs  to  increase  its  cash 
flow.  Med-Net  has  just  developed  its  fourth 
physician  organization.  Central  Delaware  Phy- 
sicians Organization.  According  to  Med-Net 
President  and  CEO,  Jim  Wilton,  this  organi- 
zation has  eighty  members.  This  gives  Med- 
Net  a statewide  network  with  single  signa- 
ture authority  to  contract  with  payers.  We 
will  need  to  get  those  contracts  rolling.  We 
see  the  light  at  the  end  of  the  tunnel,  and 
finally  it  looks  like  sunlight  instead  of  the 
light  of  an  oncoming  train. 

We  still  have  external  challenges.  We 
have  to  help  pass  the  National  Patient  Bill  of 
Rights.  We  have  to  deal  with  old,  as  well  as 
new  HCFA  regulations.  We  have  to  deal  with 
HIPPA  compliance. 

We  also  still  have  questions  that  need  to 
be  answered.  What  is  the  legislative  branch 
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going  to  do  in  the  coming  years?  What  is  the 
executive  branch  planning  in  the  near  future 
as  it  pertains  to  medicine? 

Finally,  we  need  to  reasonably  adjust  to 
rapid  changes  in  communications,  on  the 
Internet,  with  telecommunications,  and  other 
electronic  media.  Additionally,  we  have  to 
adjust  to  massive  increases  in  medical  and 
non  medical  knowledge  and  information,  some 
of  it  true,  and  some  of  it  false,  and  its  dissemi- 
nation to  us  and  our  patients. 

While  preparing  my  remarks  for  this 
evening,  the  speed,  the  magnitude  and  inter- 
connected complexity  of  recent  change  re- 
minded me  of  the  two  schools  of  paleontolo- 
gists regarding  evolution.  These  schools  are: 
1)  The  gradualists,  who  believe  that  by  far  the 
mechanism  that  powers  evolution  is  survival 
of  the  fittest.  2)  The  second  school  is  the 
episodic  catastrophists,  who  believe  although 
survival  of  the  fittest  is  important,  that  sur- 
vival of  the  most  adaptable  in  episodic  re- 
gional and  world  catastrophes  plays  a very 
large  place  in  evolution.  For  instance,  the 
dinosaurs  who  were  quite  fit  and  ruled  the 
world  for  a 150  million  years  were  unable  to 
adapt  to  the  last  world  catastrophe  65-70 
million  years  ago.  Whereas,  the  small  mam- 
mals were  more  adaptable  and  survived  in  the 
aftermath  of  that  world  catastrophe.  The 
lesson  is:  when  rules  change  rapidly,  it  may  be 
more  important  to  be  more  adaptable  than 


more  fit.  The  truth  is  that  both  mechanisms 
are  needed  to  prosper.  Society  must  be  fit  and 
adaptable. 

Organized  medicine,  especially  the  Medi- 
cal Society  of  Delaware,  will  evolve  similarly. 
We  have  fit  members,  we  have  fit  leaders,  and 
we  have  fit  supportive  staff.  The  art  and 
science  of  medicine  is  our  core  strength  - our 
fitness. 

We  need  to  concentrate  on  our  ability  to 
adapt  to  external  as  well  as  internal  changes. 
We  need  to  strive  to  improve  our  adaptability 
in  dealing  with  the  government,  with  our 
communities,  our  members  and  our  patients. 

The  Executive  Board,  the  Board  of  Trust- 
ees, our  committees,  our  support  staff,  and 
our  strategic  planning  process  will  play  an 
integral  role  in  making  our  Society  more 
adaptable.  But  our  members  are  now,  and  will 
be,  needed  to  maximize  our  fitness  and  our 
adaptability.  When  asked  to  serve  - please 
serve.  Our  mission  is  noble.  Our  duties  are 
profound.  Our  tasks  are  formidable.  But  our 
Society  will  evolve  and  prosper  by  being  more 
fit  and  adaptable  with  your  support. 


Thank  you  again. 


Edward  F.  Quinn,  III,  M.D. 
President 
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Health  Improvement  Teams 


New  Guidelines  for  Gynecological  Cancers 
Ensure  Best  Care 


Multidisciplinary  Health  Improvement  Teams  (HYTs) 
are  a key  component  of  Christiana  Care's  strategy  to 
improve  cancer  care  throughout  the  communities  we 
serve.  Currently,  there  are  teams  organized  to  address 
nine  specific  cancer  sites:  skin,  gastrointestinal, 
breast,  genitourinary,  gynecological,  neurological, 
hematological,  lung  and  head  & neck. 

Q.  What  are  the  objectives  of  the  Gynecological 
Cancers  Health  Improvement  Team? 

Dr.  Larson:  Our  focus  starts  with  prevention  and 
screening,  proceeds  with  diagnosis,  treatment 
and  management,  and  includes  algorithms  for  the 
prevention  of  cancer  sequelae,  complementary 
medicine  and  supportive  care,  as  well.  Our  goal 
is  to  help  establish  evidence-based,  "best 
practices"  and  to  better  organize  and  integrate 
patient  services  at  every  step  of  the  process. 

Q.  What  progress  has  been  made  in 
developing  algorithms? 

Dr.  Larson:  The  team  developed  nine  care 
management  algorithms  for  the  major 
gynecological  cancer  sites:  cervical,  endometrial, 
epithelial  ovarian,  uterine,  vaginal  and  vulvar 
cancers,  as  well  as  gestational  trophoblastic 
disease.  In  developing  these  algorithms,  the 
team  reviewed  both  current  national  standards 
and  local  practices,  and  solicited  input  from 
primary  care  physicians  and  specialists 
practicing  in  the  community. 

The  algorithms  offer  a step-by-step  guide  to 
care  management.  They  start  at  initial  work-up 
and  cover  the  clinical  findings  that  lead  to 
primary  treatment  alternatives,  as  well  as 
recommendations  for  foUow-up  and  recurrence. 
Consideration  of  clinical  trial  participation  is 
urged  at  every  stage.  The  development  of  these 
algorithms  is  a fluid  process.  Updates  will  be 
ongoing  as  new  scientific  findings  become 
available  and  feedback  from  the  medical 
community  is  received.  They  also  help  establish 
some  common  measure  of  our  progress. 


Gynecologic  oncologist 
James  Larson,  M.D., 

Gynecological  Cancers  Health 
Improvement  Team  leader 

Q.  How  do  the  algorithms  affect  the 
individual  patient? 

Dr.  Larson:  Our  intent  is  to  ensure  every  patient 
gets  the  best  available  care  at  all  phases  of  illness, 
recognizing  that  the  specifics  wiQ  determine  the 
appropriate  treatment  and  foUow-up. 

Q.  Are  there  effective  screening  methods  for 
gynecological  cancers? 

Dr.  Larson:  Pap  smears  are  an  effective  screening 
tool  for  cervical  cancer,  which  is  diagnosed  in  7.4 
out  of  every  100,000  women  in  the  U.S.  With  early 
diagnosis,  the  chances  of  survival  are  excellent. 
We're  stiU  searching  for  screening  devices  for 
other  more  common  and  often  more  lethal  forms 
of  gynecological  cancer.  In  the  U.S.,  endometrial 
cancer  is  the  most  common  pelvic  malignancy, 
diagnosed  in  more  than  21  out  of  every  100,000 
women  each  year.  It's  important  to  teach 
women  to  recognize  signs  of  these  diseases  and 
to  encourage  those  with  a family  history  of  the 
disease  to  be  closely  monitored  by  their  doctors. 

Q.  Who  serves  on  the  Gynecological  Cancers 
Health  Improvement  Team? 

Dr.  Larson:  Charles  Whitney,  M.D  and  I are 
two  gynecologic  oncologists  on  the  team.  Other 
members  include:  obstetrician/ gynecologists 
Lamar  Ekbladh,  M.D.,  and  Christine  Maynard, 
M.D.;  radiation  oncologist  Michael  Dzeda, 

M.D.;  medical  oncologist  Yogish  Patel,  M.D., 
and  pathologist  Cynthia  Flynn,  M.D.  Other 
health  professionals  get  involved  as  needed. 
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Atrial  Fibrillation  Occurring  in  a Patient  Taking  Etanercept  Plus 
Methotrexate  for  Rheumatoid  Arthritis 

Marc  D.  Wooten,  M.D.  — Gaddum  V.  Reddy,  M.D.  — Rena  D.  Johnson,  C.R.N.P. 


ABSTRACT:  A 57-year-old  man  with  nodular  rheumatoid  arthritis  was  started  on  a combination  of 
etanercept  and  methotrexate.  After  treatment  for  five  months  on  this  therapy,  he  presented  with  new- 
onset  atrial  fibrillation.  While  this  report  is  anecdotal,  any  new  drug  warrants  intense  monitoring  for 
unexpected  toxicities  in  the  post-marketing  period.  Etanercept  is  being  tried  in  patients  with  congestive 
heart  failure,  where  TNF-a  seems  to  be  increased.  Further  surveillance  and  caution  are  suggested  in 
patients  with  known  coronary  artery  disease  or  atrial  dysrhythmia. 


Etanercept  is  a soluble  p75  tumor  necrosis 
factor-alpha  (TNF-a)  receptor:Fc  fusion  pro- 
tein that  has  heen  shown  to  be  effective  in  the 
treatment  of  rheumatoid  arthritis. It  has 
also  proven  useful  in  preliminary  trials  of 
congestive  heart  failure.®  Until  now,  patients 
without  significant  cardiac  risk  factors  have 
not  been  reported  to  develop  atrial  fibrilla- 
tion. However,  patients  with  known  coronary 
artery  disease  have  been  reported  to  develop 
atrial  fibrillation  while  on  etanercept  (N. 
Bugazia,  Immunex  Corporation,  personal 
communication).  We  report  a patient  who 
developed  atrial  fibrillation  after  being  on  a 
combination  of  methotrexate  and  etanercept. 
This  highlights  the  need  for  drug  surveillance 
in  the  post-marketing  period. 


The  authors  are  from  the  Sections  of  Rheumatology  and 
Cardiology,  Department  of  Veterans  Affairs  Regional  Medical 
Center  in  Wilmington,  Delaware  and  Jefferson  Medical  College 
in  Philadelphia,  Pennsylvania. 


CASE  REPORT 

A 57-year-old  white  male  with  nodular  rheu- 
matoid arthritis  was  started  on  etanercept  25 
mg  (11.25  mg/m^)  twice  weekly  subcutane- 
ously in  June  1999,  having  continued  flaring 
while  on  methotrexate  18.75  mg  per  week 
subcutaneously.  Prior  to  this  time,  he  had 
been  tried  on,  and  developed  intolerance  to, 
auranofin,  sulfasalazine,  cyclosporine,  and 
doses  of  methotrexate  above  18.75  mg/week. 
All  of  his  disease  modifying  drugs  except 
methotrexate  had  heen  discontinued  for  more 
than  six  months  when  he  was  started  on 
etanercept. 

He  missed  one  month  of  etanercept  in 
July  1999  due  to  a problem  with  our  pharmacy 
but  was  restarted  in  August  1999  and  contin- 
ued on  this  drug  regimen  until  December 
1999.  He  was  having  a clinical  response  to  this 
combination  therapy  of  etanercept  plus  meth- 
otrexate when  he  presented  in  December 
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with  palpitations  and  shortness  of  breath 
which  he  attributed  to  drinking  three  cups  of 
coffee  that  day  (usual  was  one  cup  per  day). 
He  was  found  to  be  in  atrial  fibrillation  with 
a heart  rate  of  130. 

The  patient's  past  medical  history  in- 
cluded asthma,  gastroesophageal  reflux  dis- 
ease, and  acute  epididymitis  one  month  prior 
to  presentation  with  atrial  fibrillation.  His 
medications  on  evaluation  included  methotr- 
exate and  etanercept,  as  well  as  prednisone 
10  mg  twice  daily,  lansoprazole,  folate, 
sulindac,  calcium  carbonate,  and  an  albuterol/ 
ipratropium  bromide  metered  dose  inhaler. 
He  had  been  treated  with  levofloxacin  one 
month  prior  for  presumed  epididymitis,  and 
had  been  off  antibiotics  for  four  weeks.  He 
had  otherwise  been  afebrile  with  no  recent 
viral  illnesses  or  prodromes.  He  had  not 
been  treated  with  methylxanthines  for 
asthma,  nor  had  he  had  a recent  asthmatic 
exacerbation.  He  had  no  known  coronary 
artery  disease  or  thyroid  disease.  His  other 
side  effect,  which  he  attributed  to  etanercept, 
was  difficulty  in  concentration  (he  stated  he 
drove  through  two  stop  signs  unintention- 
ally). 

He  was  treated  with  two  doses  of 
metoprolol  five  mg  intravenously,  after  which 
he  spontaneously  converted  back  to  (and 
stayed  in)  normal  sinus  rhythm.  Studies 
showed  a normal  CBC,  cardiac  enzymes,  thy- 
roid studies,  renal  function,  sodium,  potas- 
sium, magnesium,  calcium,  and  liver  function 
enzymes.  His  glucose  was  elevated  at  187 
(although  he  had  not  previously  demonstrated 
hyperglycemia  despite  being  treated  with 
corticosteroids,  and  has  not  since).  Total 
cholesterol  was  227  mg/dl,  with  LDL  being  161 
and  HDL  being  46  mg/dl.  Rheumatoid  factor 
was  1:320,  ANA  was  negative,  ESR  was  three 
mm/hour,  C3  was  120  mg/dl,  C4  was  17  mg/dl, 
and  serum  methotrexate  level  was  less  than 
0.02  micromoles/liter. 

Echocardiography  showed  normal  left  ven- 
tricular function  (ejection  fraction  estimated 
at  52  percent)  with  no  valvular  abnormalities, 
no  akinesis  or  dyskinesia  of  any  segments 
seen,  and  no  pericardial  effusions.  The  pa- 


tient refused  radionuclide  testing  of  the  heart 
after  his  conversion  back  to  normal  sinus 
rhythm.  He  was  discharged  on  diltiazem  as 
well  as  methotrexate  and  prednisone.  He  has 
also  refused  restarting  etanercept. 

DISCUSSION 

This  case  illustrates  the  need  for  post-mar- 
keting surveillance  of  new  drugs.  Prior  small 
trials  using  the  combination  of  methotrexate 
and  etanercept  have  shown  this  combination 
to  be  safe  in  a placebo-controlled  trial  (89 
patients).  Injection  site  reactions  (which  our 
patient  did  not  have)  were  the  only  increased 
side  effect  seen  in  the  etanercept  plus  meth- 
otrexate group. ^ Likewise,  increases  in  car- 
diac events  were  not  seen  in  the  initial  studies 
with  etanercept  alone. However,  more  and 
more  rheumatologists  are  using  combination 
therapy  in  patients  with  rheumatoid  arthri- 
tis. In  a recent  survey  of  rheumatologists,  43 
percent  responded  that  the  use  of  etanercept 
plus  methotrexate  was  an  appropriate  combi- 
nation therapy  for  the  treatment  of  rheuma- 
toid arthritis.^  With  the  increasing  use  of 
combination  therapy  in  patients  with  rheu- 
matoid arthritis,  there  seems  to  be  increased 
potential  for  side  effects. 

Our  patient  did  not  have  major  risk  fac- 
tors for  atrial  fibrillation,  including  evidence 
of  coronary  artery  disease,  thyroid  disease, 
infection,  use  of  methylxanthines  (other  than 
caffeine),  or  valvular  heart  disease.  One 
could  argue  that  intrinsic  pulmonary  disease, 
use  of  an  albuterol  inhaler,  gastroesophageal 
reflux  disease,  and  rheumatoid  arthritis  it- 
self could  be  risk  factors  for  atrial  fibrillation. 
He  was  taking  calcium  supplementation  for 
secondary  osteoporosis,  but  his  serum  cal- 
cium level  was  shown  to  be  normal.  However, 
these  factors  were  stable  in  this  patient  prior 
to  his  use  of  etanercept.  Caffeine  has  also 
been  shown  to  contribute  to  the  development 
of  arrhythmia  in  susceptible  patients.®  There- 
fore, the  physiological  basis  for  the  relation- 
ship between  atrial  fibrillation  and  the  use  of 
etanercept  in  this  patient  is  speculative. 
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It  has  been  shown  that  TNF-a  is  increased 
in  heart  failure  and  causes  left  ventricular 
decompensation  and  pulmonary  edema. ^ TNF- 
a stimulates  hypertrophy  of  adult  cardiac 
myocytes,®  and  TNF-a  binding  to  cell-surface 
TNF  receptors  produces  a negative  inotropic 
effect  synergistically  with  interleukin- 
lbeta.®’^°  The  cellular  basis  for  its  negative 
inotropic  effect  is  decreased  levels  of  peak 
intracellular  calcium  during  the  systolic  con- 
traction sequence. However,  it  is  not  clear 
whether  TNF  R55  or  R75  receptors  act  as  the 
signaling  receptor  on  myocytes.®  Since  pa- 
tients with  rheumatoid  arthritis  presumably 
have  large  levels  of  TNF-a,  it  is  not  clear  what 
blocking  the  myocardial  depressant  effect  of 
this  cytokine  would  do.  We  speculate  that 
blocking  TNF-a  receptors  with  etanercept 
could  cause  increased  intracellular  calcium  in 
the  myocyte,  and  perhaps  make  the  myocyte 
more  excitable. 

It  is  also  possible  that  our  patient  had  a 
spontaneous  first  episode  of  atrial  fibrilla- 
tion, despite  having  no  known  coronary  ar- 
tery disease  or  history  of  dysrhythmia.  It  is 
similarly  possible  that  an  oxidative  stress 
could  have  caused  release  of  TNF-a  beyond 
the  ability  of  the  soluble  p75  TNF:Fc  fusion 
protein  to  scavenge.  Alternatively,  a stress 
could  have  occurred  which  dislodged  TNF-a 
from  the  etanercept  molecule  so  that  it  could 
react  with  the  cardiac  receptors.  Hence,  the 
etiology  of  his  atrial  fibrillation  remains  specu- 
lative. 


CONCLUSION 

While  this  is  an  anecdotal  report,  any  new 
drug  warrants  intense  monitoring  for  unex- 
pected toxicities  in  the  post-marketing  pe- 
riod. We  recommend  that  patients  with  a 
known  history  of  atrial  dysrhythmia,  coro- 
nary artery  disease,  or  thyroid  disease  be 
monitored  closely  after  initiating  this  drug. 


and  that  further  studies  of  etanercept  in 
combination  therapy  for  rheumatoid  arthri- 
tis look  for  this  side  effect.  We  await  further 
reports  concerning  the  safety  of  etanercept, 
as  well  the  other  new  biologic  agents  that 
inhibit  TNF-a. 
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COMPUTERS  AND  MEDICINE 


Creating  a Physician  Web  Site:  Part  2 

Brett  Elliott,  M.D. 


ABSTRACT:  An  individual  physician  web  site  is  a valuable  augmentation  to  a professional  practice. 
Enhancing  patient  care  and  increasing  customer  satisfaction  are  the  most  important  goals  of  a physician 
web  venue.  Broadening  your  patient  base,  improving  practice  efficiencies,  helping  ensure  corporate 
compliance,  and  decreasing  liability  exposure  can  also  be  accomplished  by  a well  thought  out  and 
constructed  site.  Pages  presenting  information  about  the  practice,  the  delineation  of  patient  responsi- 
bilities, and  evidence-based  clinical  content  information  will  constitute  the  majority  of  the  site.  A user 
agreement  and  disclaimer  page,  feedback  page,  and  corporate  compliance  page  constitute  the 
supplementary  pages  on  the  site. 


Web  traffic  continues  to  increase  both  nation- 
ally and  in  Delaware.  More  and  more  families 
have  web  access  at  their  home  and/or  place  of 
work.  As  medical  information  is  a common 
goal  of  surfers,  it  will  become  more  important 
for  physicians  to  use  the  Internet  to  provide 
information  and  to  communicate  with  pa- 
tients and  potential  patients.  The  specific 
goals  of  a physician  web  site  are  six-fold. 
Enhancing  patient  care  and  increasing  cus- 
tomer satisfaction  are  the  most  important. 
Broadening  your  patient  base,  improving  prac- 
tice efficiencies,  helping  ensure  corporate 
compliance,  and  decreasing  liability  exposure 
are  likewise  physician  web  site  bottom  lines. 
The  following  sections  in  the  web  site  will 
accomplish  these  objectives. 


Brett  Elliott,  M.D.,  is  an  ophthalmologist  practicing  in  Dover, 
Delaware.  He  is  a regular  contributor  to  the  Delaware  Medical 
Journal. 


GENERAL  INFORMATION  ABOUT  THE 
PRACTICE 

Relatively  few  particulars  constitute  the 
majority  of  items  that  patients  ask  reception- 
ists when  deciding  to  make  an  appointment. 
Include  this  information  on  the  opening  page 
of  the  web  site.  Post  the  general  scope  of 
services  you  offer,  hours  for  routine  appoint- 
ments, and  travel  directions  to  the  office. 
Charges,  methods  of  payment,  billing  poli- 
cies, types  of  insurance  you  accept,  and  which 
HMO  panels  you  are  on  are  also  common 
queries.  If  patients  have  this  information 
prior  to  calling,  there  will  be  fewer  questions 
and  appointment  setup  will  be  facilitated. 
When  individuals  come  to  your  office  there 
will  be  less  potential  for  a misunderstanding. 

Prominently  post  on  this  opening  page 
what  patients  need  to  do  if  they  believe  they 
have  a medical  problem.  Instruct  them  to 
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seek  timely  care  and,  when  necessary,  see 
another  practitioner  or  visit  the  ER  if  you  are 
not  available.  Provide  a link  to  your  user 
agreement  page,  explaining  once  again  that 
when  there  is  a medical  issue  the  individual 
is  to  seek  appropriate  care  and  not  to  use  the 
web  site. 


INFORMATION  ABOUT  THE  PHYSICIANS 

In  this  section  include  a short  biography  with 
an  emphasis  on  training  and  particular  areas 
of  expertise.  Some  sites  include  personal 
notes  about  the  practitioner  such  as  family, 
hobbies,  and  outside  interests. 

PATIENT  VISIT  INFORMATION  AND  PATIENT 
RESPONSIBILITIES 

Post  forms  on  your  web  site  that  patients  may 
need  for  their  visit  as  described  in  the  feed- 
back section  of  this  paper.  Also  list  basic 
patient  responsibilities.  Consider  a web  page 
with  the  following  instructions; 

"If  you  have  been  referred  from  the 
emergency  room,  bring  in  the  dis- 
charge instruction  sheet.  If  you  are 
referred  from  another  physician’s  of- 
fice, a note  or  your  personal 
knowledge  regarding  the  issue  that 
is  prompting  your  visit  will  often  save 
phone  calls.  Be  aware  of  any  signifi- 
cant health  issues  you  currently  have. 
Past  major  surgeries  and  illnesses  can 
be  important. 

Bring  with  you  current  medica- 
tions and  a list  of  what  your  physician 
has  prescribed.  Make  us  aware  of  any 
allergies  you  have. 

Come  with  a driver  and/or  family 
membei  if  this  is  appropriate. 

When  you  are  transferring  from 
another  practitioner,  bring  in  previ- 
ous treatment  records  if  they  are  easily 
obtainable.  If  you  do  not  have  them 
and  we  need  them  for  ongoing  care. 
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you  will  be  asked  to  fill  out  a record 
release  request  form. 

If  you  have  questions,  write  them 
down  and  bring  them  with  you.  At  the 
completion  of  the  exam  the  physician 
asks  if  you  have  any  questions  and  this 
is  a good  time  to  address  them.  If  you 
later  remember  one  that  you  forgot  to 
ask,  call  our  office  and  we  will  return 
your  call." 

CLINICAL  INFORMATION  SECTION 

This  will  constitute  the  largest  section  of  your 
web  site.  The  emphasis  should  be  on  educa- 
tional material.  Make  clear  to  surfers  that 
the  information  is  being  presented  for  this 
reason  and  not  for  self-diagnosis  or  treat- 
ment. The  two  sources  of  information  will  be 
what  is  directly  located  on  your  site  and  links 
to  other  venues.  Local  information  can  easily 
be  “home  grown.”  Descriptions  of  common 
conditions  and  “how  to”  instructions  such  as 
the  proper  way  to  use  medications  are  possi- 
bilities. Posting  vaccination  and  other  pre- 
ventive medicine  schedules  is  easily  accom- 
plished. Patients  can  download  the  data,  or 
you  can  print  it  out  and  use  it  as  a source  of 
patient  educational  material.  Links  to  other 
web  sites  you  deem  to  be  appropriate  should 
also  be  included.  Link  sites  that  you  know 
present  solid  medical  information  and  re- 
spect privacy.  Complementary  and  Alterna- 
tive Medicine  are  popular  lay  topics.  Con- 
sider including  some  of  these  sites  that  are 
appropriate  to  your  specialty  and  satisfy  the 
above  criteria.  Try  to  keep  patients  from 
obtaining  medical  misinformation  on  the  web. 

USER  AGREEMENT  AND  DISCLAIMER  PAGE 

Physicians  rightly  consider  a professional 
web  site  a possible  source  of  liability.  Your 
user  agreement  and  disclaimer  page  should 
have  the  appropriate  use,  disclaimer,  hold 
harmless,  and  right  of  remedy  clauses.  This 


Del  Med  Jrl,  December  2000,  Vol  72  No  12 


Computers  and  Medicine 


should  cover  both  your  site  and  others  the 
patient  may  visit  through  links  at  your  site. 
Certain  medical  web  sites  specifically  state 
that  they  only  provide  information  and  do  not 
diagnose,  treat,  or  in  any 
way  practice  medicine. 

Reiterate  the  impor- 
tance of  directly  contact- 
ing the  office  or  going  to 
the  ER  when  necessary. 

The  surfer  also  needs  to 
know  that  he/she  could 
download  a computer 
virus  when  surfing  and 
you  cannot  be  held  responsible  for  damage  to 
a computer  or  software.  One  should  practice 
safe  computing  just  as  one  should  practice 
safe  sex.  One  does  not  want  to  contract  a CTD 
(Computer  Transmitted  Disease).  Review 
“boiler  plate”  user  agreement  and  disclaimer 
recommendations.  Consider  an  examination 
of  your  proposed  documents  by  legal  counsel 
prior  to  posting.  Some  web  venues  require 
that  surfers  acknowledge  reading  and  agree- 
ing to  abide  by  the  policies  as  posted  on  the 
disclaimer  page  before  using  the  site. 

Telephone  advice  can  also  be  problematic 
from  a professional  liability  perspective.  A 
telephone  conversation  is  not  documented 
until  you  place  a note  in  the  chart  and  that  can 
be  subject  to  interpretation  if  not  well  writ- 
ten. Contrast  this  with  web  site  information 
that  can  be  carefully  written  and  is  available 
24  hours  a day,  seven  days  a week.  With  web 
site  instructions,  a patient  will  have  no  doubt 
about  proper  procedures  if  you  cannot  be 
contacted  or  if  he/she  develops  an  acute  medi- 
cal condition. 


PATIENT  FEEDBACK  AND  RESPONSE 
PAGES 

Forms  for  signing  in,  patient  history,  release 
of  information,  and  insurance  assignment  can 
be  posted  on  the  web  site.  Patients  can  print 
them  out,  complete  them,  and  bring  them  in. 
If  security  is  appropriate,  forms  could  be 
completed  on  line  and  then  either  printed  at 
your  office,  and/or  form  the  beginning  of  an 
electronic  medical  record. 


If  security  is  adequate,  booking  appoint- 
ments for  obviously  non-urgent  visits  such  as 
ICC  or  FAA  medical  certification  evaluations, 
disability  determination  examinations,  and 

routine  preventive 
medicine  checkups  can 
be  done  on  line.  For 
these  functions,  your 
office  will  be  open  24 
hours  a day,  365  days  a 
year. 

Booking  routine  ap- 
pointments is  relatively 
straightforward  and 
less  complex  than  selecting  and  purchasing 
airline  flights  or  doing  stock  trading  over  the 
Internet.  The  number  of  airline  seats  booked 
on  line  is  increasing  each  year  and  now  ex- 
ceeds 20  percent  of  all  tickets  sold.  Sooner 
or  later  office  appointments  will  follow  this 
trend  in  at  least  some  physician  practices. 

If  you  allow  appointments  to  be  canceled 
on  line,  you  have  an  automatic  documentation 
of  the  patient’s  cancellation  and  this  is  impor- 
tant from  a patient  care  and  medical  legal 
perspective.  When  visits  are  canceled  via  the 
web,  post  an  automatic  return  message  to  the 
patient,  stressing  the  importance  of  seeking 
appropriate  care.  In  general  it  is  good  policy 
that  whenever  a message  is  sent  to  your  web 
site  an  automatic  reply  is  e-mailed.  Thank 
the  correspondent  for  the  input  and  again 
reiterate  that  if  there  is  a medical  issue  seek 
timely  help;  do  not  use  the  web  site. 

CORPORATE  COMPLIANCE  PAGE 

Corporate  Compliance  Plans  (CCP)  are  im- 
portant for  health  care  providers  because  of 
federal  emphasis  on  fraud  and  abuse.  Conflict 
of  interest  and  billing  issues  are  receiving 
particular  scrutiny.  To  date,  most  actions 
have  not  been  taken  against  individual  physi- 
cians; however,  anyone  who  bills  Medicare  or 
Medicaid  for  health  services  could  come  un- 
der scrutiny.  CCPs  are  totally  voluntary. 
However,  in  the  unlikely  event  Medicare  or 
Medicaid  questions  charges,  the  existence  of 
an  appropriately  instituted  CCP  may  help 
avoid  fraud  and  abuse  penalties.  Whether  or 


Table  1.  Web  sites  listed  in  this  paper. 

HHS  OIG  Compliance  Program  Guidance  Directory 
http:/ /WWW.  hhs.  go  v/progorg/oig/modcomp/index.  htm 

AMA  Legal  Section  - Information  for  Physicians 
Federal  Fraud  and  Abuse  - Physician  Compliance 
http:/ /WWW.  ama-assn.  org/physlegl/legal/doc  1 c.  htm 
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not  a specific  practice  should  have  a CCP  is 
the  decision  of  the  physicians  with  possible 
input  from  their  legal  counsel  or  physician 
advocate.  Some  plans  are  large,  elaborate 
documents  and  cost  a considerable  amount  of 
money.  Such  expenditures  may  be  appropri- 
ate for  complex,  large  organizations;  how- 
ever, for  the  solo  practitioner  or  small  group 
practice  an  elaborate  plan  is  not  necessary. 
Guidelines  for  effective  CCPs  are  available 
from  a variety  of  sources.  The  primary  refer- 
ence is  the  Health  and  Human  Services  Office 
of  Inspector  General  (HHS  OIG)  web  site  at 
http://www.hhs.gov/progorg/oig/modcomp/ 
index.htm.  The  AMA  legal  section  for  mem- 
bers only  at  http://www.ama-assn.org/ 
physlegl/legal/doclc.htm  has  a capsular  sum- 
mary of  this  topic  and  what  should  be  in  a 
simple  CCP.  You  can  start  with  these  tools 
and  modify  the  document  as  is  appropriate 
for  your  practice.  A point  made  at  the  HHS 
OIG  site  is  that  one  plan  cannot  fit  all  prac- 
tices. Once  your  CCP  is  completed  and  re- 
viewed by  counsel,  post  it  on  your  web  site. 
This  will  publicize  the  existence  of  your  plan 
and  provide  a way  for  individuals  to  convey 
any  concerns.  These  two  items  in  themselves 
help  meet  several  of  the  CCP  guidelines  as 
described  by  the  HHS  OIG. 

SUMMARY 

From  one  perspective,  a web  site  does  not 
allow  a physician  to  do  anything  that  he  or  she 
has  not  done  previously.  All  the  above  func- 
tions are  in  essence  the  presentation  of  infor- 
mation and  communication.  Competent  phy- 
sicians have  been  doing  this  since  the  dawn  of 
medicine.  The  advantage  of  the  web  is  that  it 


allows  you  to  make  this  information  available 
24  hours  a day,  seven  days  a week  in  a simple, 
easy  and  inexpensive  fashion.  With  just  a 
small  web  site  and  several  links  per  subject, 
additional  information  is  immediately  avail- 
able. Web-based  data  can  be  quickly  updated 
at  very  minimal  costs  as  opposed  to  print, 
tape  or  CD  presentations.  Likewise,  there  is 
no  incremental  escalation  of  web  information 
costs  as  the  number  of  individuals  obtaining 
your  site  information  increases.  Because  of 
these  intrinsic  economies,  the  knowledge  is 
essentially  free  to  an  unlimited  number  of 
consumers. 

Currently,  information  flow  on  most  medi- 
cal web  sites  is  unidirectional:  from  site  to 
visitor.  This  one-way  flow  of  data  is  not  true 
communication;  however,  this  is  changing 
and  patient  feedback  occurs  under  one  of  two 
circumstances.  The  first  circumstance  in- 
volves comments  from  patients  about  hours 
of  operation  and  office  policies  as  well  as 
booking  the  type  of  appointments  previously 
described. 

The  second  area  for  dialogue  is  directed 
at  evaluation,  diagnosis,  and  treatment  of 
medical  problems.  Remote  diagnosis  is  be- 
coming accepted  in  radiology  and  dermatol- 
ogy. We  are  all  requested  to  make  telephone 
diagnosis.  If  real  time  audio  and  video  become 
readily  available  over  the  web,  one  would  have 
more  information  on  which  to  base  a decision 
than  a telephone  conversation.  However,  if 
medical  advice,  diagnosis,  or  treatment  is 
inappropriately  offered,  one  is  not  practicing 
good  medicine  and  liability  increases.  The 
gold  standard  for  an  evaluation,  diagnosis, 
informed  consent,  and  treatment  will  always 
include  at  least  some  direct  patient  visits. 
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Image:  John  Faed  (1820-1902).  Boyhood  (detail),  1849,  oil  on  canvas. 
41"^  X 33’  ^ inches.  The  FORBES  Magazine  Collection.  New  York. 
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Old  Battersea  House  in  London, 


The  Defining  Moment  is  organized  by  the  Mint  Museum  of  Art.  Charlotte, 
North  Carolina,  and  presented  by  Royal  & SunAlliance.  In  Delaware  the 
exhibition  is  sponsored,  in  part,  by  First  USA.  Royal  & SunAlliance,  1450 
WILM  Newsradio  and  the  Delaware  Division  of  the  Arts. 


Royal 
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FIRST  USA  1450W1LM 


explore  the  drama  in  19^^^  century 


British  narrative  painting. 


Also  on  view  through  November  1,  2000 
Monet  to  Mird:  Masterworks  of  European  Modernism 


Delaware  Art  Museum 


2301  Kentmere  Parkway  ♦ Wilmington  ♦ 302.571.9590  ♦ www.delart.org 


Brandywine  IVIedical  JVlanagement 


Complete  Medical  Billing  Service 
For  The  New  Millennium 


Better  Service  At  The  Lowest  Price 


We  offer  new  solutions  that  will  increase  your  cash  flow  and 
reduce  your  cost  of  billing  and  collection  including: 

• State  of  the  art  practice  management  software  integrated  with 
true  electronic  medical  records  (EMR)  HIPPA  compliant 

• Customization  of  EMR  as  needed 

• Electronic  billing  & remittance 

• Accurate  and  automatic  E & M coding  for  HCFA  compliance 

• Windows  environment 

• Secondary  insurance  billing 

• Patient  billing 

• Comprehensive  monthly  management  reports  - accessible 
from  the  Internet 

• Proper  payer  coding 

• Training  & consulting 


Call  302-888-2725  for  a free  consultation 
and  demonstration 

Email  - BMMgmt@aol.com 


DOMESTIC  VIOLENCE  - PART  3 


Domestic  Violence:  A Resource  Manual  for 
Healthcare  Providers  for  the  State  of  Delaware 

Part  3:  Health  Care  Provider's  Response 


The  Medical  Subcommittee  of  the  Delaware  Domestic  Violence  Coordinating  Council 
(DVCC)  has  worked  on  and  completed  Domestic  Violence:  A Resource  Manual  for 
Healthcare  Providers  for  the  State  of  Delaware.  It  is  both  an  educationai  tool  and  a handy 
resource  for  documentation  and  reference,  with  many  examples  of  clinical  guidelines, 
screening  questions  and  checklists  for  safety  screening.  It  is  intended  for  all  healthcare 
providers,  not  just  physicians. 

The  Delaware  Medical  Journal  will  be  reprinting  three  very  important  chapters  from  this 
manual:  Understanding  Domestic  Violence  (October 2000),  Legal  Issues  (November 2000), 
and  Health  Care  Provider's  Response. 

A free  copy  of  Domestic  Violence:  A Resource  Manual  for  Healthcare  Providers  forthe  State 
of  Delaware,  in  its  entirety  (Five  Chapters  and  ten  Appendices),  can  be  obtained  by  calling 
the  Delaware  Coalition  Against  Domestic  Violence  at  1 -800-701 -0456.  You  may  also  e-mail 
your  request  to  dcadv@aol.com. 


INTRODUCTION 

The  epidemic  of  domestic  vio- 
lence that  has  gripped  this 
country  extends  from  the 
inner  cities  to  the  rural  coun- 
try, from  the  innocence  of 
youth  to  the  frailty  of  old  age, 
from  the  very  rich  to  the  very 
poor,  and  from  the  front 
porch  to  the  back  bedroom. 
DV  knows  no  boundaries  with 
respect  to  race,  color,  gen- 
der or  sexual  preference.  It 
is  impossible  to  separate  our- 
selves from  violence  entirely, 
for  we  are  all  touched.  As 
health  care  providers 
(HCPs),  we  become  involved 
at  many  levels.  We  care  for 
the  physical  injuries  result- 


ing from  the  violence;  we  sup- 
port the  patient  in  their  time 
of  crisis;  we  encourage  non- 
violent resolution  to  conflicts; 
and  we  refer  patients  to  the 
appropriate  community  re- 
sources. This  section  pro- 
vides an  in-depth  look  at  how 
an  HCP  effectively  screens 
for  DV  and  cares  for  victims. 


BARRIERS  TO  DISCOVERY 

For  the  heath  care  provider, 
a major  challenge  is  learning 
to  recognize  the  problem  of 
domestic  violence  for  what  it 
is.  The  patient  strives  to 
receive  care  for  a presenting 
health  problem,  and  hoping 


to  keep  the  secret  of  their 
abuse  to  themselves,  may 
never  acknowledge  the  con- 
nection between  the  two.  This 
is  not  a situation  unique  to 
DV.  Consider  the  patient 
with  chest  pain  and  cocaine 
use,  or  the  bulimic  patient 
with  periodontal  disease. 
These  patients  often  do  not 
announce  the  underlying 
problem  to  their  provider  and 
frequently  conceal  it.  Addi- 
tionally, HCPs  do  not  recog- 
nize the  underlying  problem, 
or  may  simply  choose  not  to 
probe  further.  Listed  on  the 
next  page  are  some  common 
reasons  why  both  providers 
and  patients  may  not  discuss 
DV. 


Del  Med  Jrl,  December  2000,  Vol  72  No  12 


527 


Domestic  Violence  - Part  3 


For  the  provider,  barriers 
include: 

• Fear  of  opening 
“Pandora’s  box.” 

• Fear  of  offending  the 
patient. 

• Time  constraints. 

• Don’t  know  what  to  do  if 
abuse  is  confirmed. 

• Feel  attempts  are  futile 

• “Not  in  my  practice” 
mentality. 

• Feel  the  victim  caused  the 
abuse. 

• Lack  of  awareness  of  DV 
and  its  signs  and 
symptoms. 

“Pandora^s  box*’  is  the  po- 
tential for  endless  prob- 
lems that  will  need  to  be 
addressed  once  the  disclo- 
sure begins.  It  seems  so 
much  easier  to  prescribe  a 
medication  or  refer  to  a spe- 
cialist without  even  asking 
about  DV.  But  the  problems 
don’t  go  away.  DV  patients 
are  likely  to  have  more  pri- 
mary care  office  visits,  men- 
tal health  visits,  emergency 
room  visits  and  out-of-plan 
visits.  When  the  real  prob- 
lem is  not  addressed,  the 
symptoms  are  perpetuated. 
As  providers  we  can  become 
annoyed  by  the  patient  who 
just  keeps  coming  back  with 
one  problem  after  another 
that  we  just  can’t  seem  to  fix. 
Perhaps  addressing  the  real 
problem  from  the  start  would 
be  more  effective. 

Many  providers  fear  they 
will  offend  their  patient, 
thinking  this  is  a private 
or  personal  issue.  Inter- 
course and  substance  abuse, 
are  private  issues  that  we 


have  recognized  the  medical 
consequences  of  and  have 
learned  to  ask  about.  When 
asked  in  a caring,  non- 
judgmental  fashion  by  a 
trusted  professional  in  a safe 
setting,  almost  all  patients 
react  in  a positive  manner. 
Many  are  touched  by  the  sen- 
sitivity of  their  provider, 
even  if  they  are  not  in  an 
abusive  relationship. 

Time  constraints  are  real 
issues  in  virtually  every- 
one's practice.  Effective 
screening  for  DV  takes  far 
less  time  and  effort  than  one 
might  think.  In  the  long  run, 
it  certainly  takes  less  time 
than  not  asking  about  it.  The 
educated  provider  can  screen 
for  DV  in  a few  seconds  and 
can  make  appropriate  refer- 
rals, in  most  cases,  in  just  a 
few  minutes. 

Many  clinicians  choose 
not  to  ask  about  DV  be- 
cause they  wouldn’t  know 
what  to  do  if  they  actually 
found  someone  who  was 
abused.  Hopefully  this 
manual  will  help  to  alleviate 
this  concern.  As  with  any 
clinical  problem,  we  must 
develop  appropriate  assess- 
ment and  intervention  skills. 
Various  tools  are  available, 
and  many  are  included  in  this 
manual,  to  assist  the  pro- 
vider in  their  assessment, 
documentation  and  referral 
of  DV  patients. 

Despite  our  most  compas- 
sionate efforts,  DV  pa- 
tients often  return  to  their 
abusers.  The  victim  may 
leave  and  then  return  to  his 
or  her  partner  a number  of 


times.  For  the  provider  who 
sees  the  patient  in  follow-up, 
this  pattern  of  behavior  may 
be  frustrating  or  discourag- 
ing. It  is  typical  and  not 
unexpected.  Our  continued 
support  of  the  patient  can  be 
a source  of  strength  and  can 
enhance  the  patient’s  ability 
to  plan  for  their  safety  and 
for  the  safety  of  their  chil- 
dren. 

Many  clinicians  do  not  ask 
about  DV  because  they 
have  never  encountered  it 
and  thus  assume  it  doesn’t 
exist  in  their  practice.  Just 
as  it  would  be  difficult  to  di- 
agnose thalassemia  minor 
without  a CBC,  it  is  difficult 
to  diagnose  DV  without  ask- 
ing about  it.  Patients  with 
more  education  or  economic 
resources  are  not  immune  to 
abuse.  They  may  have  more 
sophisticated  alibis  for  their 
injuries  and  are  less  likely  to 
be  discovered.  Regardless  of 
socioeconomic  class,  all  pa- 
tients should  be  screened  for 
abuse. 

Many  providers  may  ask 
the  patient  what  she/he 
might  have  done  to  cause 
the  violence.  The  HCP 
doesn’t  realize  that  asking 
such  a question  may  rein- 
force the  patient’s  misplaced 
sense  of  responsibility  (or 
blame)  for  the  abuse.  Such 
questions  are  simply  inap- 
propriate for  any  victim  of 
abuse.  Even  if  the  victim  is 
anxious,  agitated,  or  perhaps 
intoxicated,  they  do  not  de- 
serve to  be  beaten.  Physical 
abuse  is  against  the  law  in 
every  state.  Though  some 
victims  of  DV  may  turn  to 
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alcohol  or  drugs  as  an  escape 
from  their  psychological  and 
physical  torture,  substance 
abuse  does  not  cause  the  vio- 
lent behavior. 

The  biggest  reason  provid- 
ers don*t  ask  about  DV  is  a 
lack  of  awareness.  Rodri- 
guez et  al.  (1999)  report  that 
31-54  percent  of  female  pa- 
tients seeking  emergency 
services,  21  percent  to  66 
percent  of  those  seeking  gen- 
eral medical  care,  and  up  to 
20  percent  of  those  seeking 
prenatal  care  report  experi- 
encing intimate  partner 
abuse.  It  is  more  than  preva- 
lent; it  is  epidemic.  But 
awareness  goes  beyond  un- 
derstanding the  prevalence 
of  DV.  It  requires  an  under- 
standing of  the  dynamics  of 
domestic  violence,  the  vari- 
ous patterns  of  physical  inju- 
ries, the  common  associa- 
tions with  non-traumatic 
physical  symptoms,  and  the 
frequency  of  psychological 
problems  that  can  occur  with 
DV  victims. 

For  the  patient,  there  are 
also  many  barriers  to  report- 
ing: 

• Children. 

• Cultural  or  religious 
values. 

• Fear  of  violence/retalia- 
tion if  the  abuser  finds 
out  about  disclosure. 

• Isolation. 

• Concern  partner  will  be 
arrested. 

• Hope  that  partner 
will  change. 

• Lack  of  knowledge 

of  available  resources. 


• Health  care  provider 
doesn’t  ask. 

Many  people  sustain  rela- 
tionships “for  the  sake  of 
the  children.”  The  perpe- 
trator of  the  violence  may 
threaten  to  leave  with  the 
children,  or  kill  the  children, 
if  the  victim  reveals  the  vio- 
lence to  anyone,  or  tries  to 
leave.  Children  may  not  want 
parents  to  separate  and  may 
blame  the  victim  if  she/he 
leaves  the  abusive  partner. 

Victims  of  abuse  some- 
times remain  in  relation- 
ships because  of  cultural 
or  religious  beliefs  that  en- 
courage them  to  stay  with 
their  partner.  Cultural  and 
language  barriers  may  also 
make  it  difficult  for  victims 
to  seek  assistance.  For  ex- 
ample, immigrant  victims  can 
face  complex  legal  issues 
when  disclosing  domestic  vio- 
lence. Illegal  immigrants  are 
especially  likely  to  fear  the 
consequences  of  reporting  to 
law  enforcement. 

The  victim  may  fear  re- 
taliation on  the  part  of 
the  abuser  if  the  violence 
is  reported.  Disclosure  can 
lead  to  increased  violence,  in 
effect  “penalizing”  the  vic- 
tim. These  fears  can  be  ad- 
dressed with  reassurance 
that  the  conversation  is  con- 
fidential, providing  the  abuse 
does  not  include  stabbing, 
gunshot  wounds,  poisoning, 
or  child  abuse.  (See  Legal  Is- 
sues- November  2000  issue  of  the 
Delaware  Medical  Journal). 


The  victim  of  domestic  vio- 
lence may  have  become  iso- 
lated from  family  and 
friends  as  a result  of  the 
power  and  control  tactics 
used  by  their  partner. 
These  tactics  can  result  in 
financial  (sole  provider  of  in- 
come, controls  checking/sav- 
ings accounts),  geographical 
(moves  away  from  family  and 
friends),  and  psychological 
(“nobody  would  want  you”) 
isolation.  With  nobody  else 
to  turn  to,  the  victim  is  com- 
pelled to  tolerate  the  vio- 
lence. 

The  victim  of  abuse  may 
fear  their  partner  will  be 
arrested  if  they  acknowl- 
edge the  abuse.  Victims 
sometimes  fear  that  an  ar- 
rest will  result  in  jail  time 
and  job  loss  for  the  abusive 
partner.  An  arrest  can  also 
heighten  the  risk  of  further 
abuse  when  the  partner  is 
released.  Some  family  mem- 
bers may  blame  the  victim 
for  the  abuser  being  arrested. 

Victims  of  abuse  may  con- 
tinue to  love  their  partner 
and  continue  to  hope  for  a 
relationship  without  vio- 
lence. They  focus  on  the  good 
moments  of  the  relationship 
and  may  minimize  the  effects 
of  the  abusive  behavior.  Vic- 
tims and  abusive  partners 
may  not  view  the  violent  be- 
havior as  abnormal  in  the 
context  of  their  own  experi- 
ence. This  may  relate  to  their 
own  observations  as  children, 
or  their  cultural/religious 
beliefs.  Unfortunately,  the 
violence  can  escalate  over 
time. 
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Victims  of  DV  may  not  be 
aware  of  the  community 
resources  available  to  as- 
sist them.  Victims  often  have 
little  knowledge  of  the  legal 
resources  and  social  services 
available  to  them  in  the  com- 
munity. 

Patients  often  do  not  talk 
about  DV  because  the 
health  care  provider 
doesn’t  ask  them.  When 
asked  in  a supportive,  safe 
environment,  most  patients 
will  answer  truthfully.  They 
truly  may  not  connect  their 
physical  symptoms  to  the 
abuse,  just  as  a patient  on 
high  doses  of  over-the- 
counter  ibuprofen  may  not 
realize  that  it  can  cause  re- 
nal insufficiency.  They  often 
will  not  bring  up  the  subject 
unless  the  provider  asks. 

APPROACH  FOR  THE 
HEALTH  CARE  PROVIDER 

The  informed  provider  will 
find  patients  who  are  victims 
of  DV  really  want  help  and 
are  open  to  discussing  their 
abuse  with  a compassionate, 
understanding  professional. 
The  following  list  is  helpful 
as  an  overall  approach  to- 
ward victims  of  DV. 

t.  Set  the  Tone 

• In^ei^view  the  patient 
alone.  Asking  about  DV 
in  front  of  the  perpetra- 
tor is  endangering  the  vic- 
tim. 

• Encourage,  but  never 
force,  the  patient  to  dis- 
close or  leave  the  abusive 
relationship. 


• Show  compassion  and  un- 
derstanding, even  in  the 
event  the  victim  declines 
to  leave  the  relationship 
or  seek  other  resources. 

• Be  supportive-  “You  don’t 
deserve  to  be  hit.  It’s 
against  the  law.” 

• Send  a clear  message  that 
violence  is  unacceptable. 

• Ensure  the  victims  safety 
at  all  times. 

2.  Things  to  Avoid 

• Avoid  assigning  any 
blame  to  the  victim.  Ask 
questions  in  a non- 
judgmental  manner. 

• Avoid  the  terms  “bat- 
tered,” “abused,”  or  “vic- 
tim of  DV,”  as  the  victims 
often  do  not  see  them- 
selves in  that  way. 

• Avoid  breach  of  patient- 
provider  confidentiality, 
within  the  limits  of  the 
law. 

3.  Checklist 

• Address  the  presenting 
complaint.  Complete  the 
history  and  physical,  in- 
cluding screening  ques- 
tions about  DV. 

• Ask  simple  and  direct 
questions-  “Did  someone 
hit  you?  Who?” 

• Do  safety  assessment  for 
acute  lethality  risk. 

• Inform  the  patient  of 
available  options,  initiate 
necessary  treatment  and 
make  appropriate  refer- 
rals. 

• Document  the  visit,  rec- 
ommendations and  re- 
sponse. 


UNIVERSAL  SCREENING 

Recently,  several  profes- 
sional societies,  including 
AAFP,  ACOG,  ACER,  AGP 
and  AAP,  have  promoted  uni- 
versal screening  for  DV. 
These  societies  recognize 
that  DV  cannot  be  diagnosed 
from  a patient's  history, 
physical  exam  or  demograph- 
ics alone.  Universal  screen- 
ing involves  asking  each  adult 
about  partner  abuse.  This  is 
advocated  in  primary  care 
settings,  emergency  depart- 
ments, clinics,  home  health, 
nursing  homes  (for  elder 
abuse),  injury  evaluations, 
mental  health  evaluations 
and  for  all  inpatients.  This, 
combined  with  education  on 
effective  screening  tech- 
niques and  a heightened 
awareness  of  DV,  will  in- 
crease our  success  rates  and 
decrease  the  suffering  of  our 
patients. 

A minimalist  approach 
would  be  to  screen  only  indi- 
viduals with  the  above  crite- 
ria. However,  these  criteria 
are  inadequate  as  a screen- 
ing tool  for  a lethal  situation. 
For  comparison,  the 
minimalist  approach  to  HIV 
counseling  would  be  to  speak 
with  only  homosexual  males 
about  safe  sex.  These  indi- 
viduals have  a higher  preva- 
lence of  HIV  and  need  to  be 
counseled,  but  most  of  our 
patients  also  need  to  be  coun- 
seled. We  would  be  address- 
ing a very  high  risk  popula- 
tion but  ignoring  the  major- 
ity of  patients  at  risk. 

Many  hospitals  and  of- 
fices employ  a selective  ap- 
proach to  screening  for  DV. 
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That  is  to  say,  when  a patient 
reports  they  have  been  as- 
saulted, it  is  acknowledged, 
and  the  patient  is  appropri- 
ately referred.  Rodriguez  et 
al.  (1999)  reported  that  fam- 
ily physicians  in  California 
screened  for  DV  in  79  per- 
cent of  patients  presenting 
for  injuries  but  only  in  9-11 
percent  of  patients  present- 
ing for  non-traumatic  rea- 
sons. Selectively  screening 
for  DV  only  in  trauma  pa- 
tients misses  most  victims. 

Most  people  involved  in 
an  abusive  relationship 
present  with  non-traumatic 
problems.  Abbott  et  al.  (1995) 
showed  that  77  percent  of 
battered  partners  presented 
to  an  emergency  department 
with  non-traumatic  com- 
plaints. These  can  run  the 
gamut  of  medical  illnesses.  A 
recent  study  (Muelleman  et 
al.,  1998)  listed  the  most  com- 
mon non-battering  diagnoses 
in  patients  found  to  be  vic- 
tims of  DV,  using  routine 
screening  techniques.  The 
top  six  diagnoses  comprised 
only  19.8  percent  of  the  pa- 
tients who  were  abused.  So 
even  screening  all  injured  pa- 
tients, plus  the  most  com- 
mon non-traumatic  presen- 
tations, would  be  inadequate. 

Failing  to  detect  DV  has 
consequences.  Victims  of  DV 
are  three  times  more  likely 
to  be  re-victimized  within  six 
months  than  victims  of  any 
other  kind  of  violence.  Over 
a 57-month  period,  30  per- 
cent of  patients  treated  for 
DV  related  injuries  returned 
with  another  injury  caused 
by  their  partner  (Muelleman 
et  al.,  1998).  Also,  19  percent 


of  the  patients  without  DV 
related  injuries  returned 
within  the  same  time  period 
with  injuries  caused  by  their 
partner.  How  many  of  these 
can  be  prevented? 

The  conclusions  of  many 
experts  in  this  field  are: 

• DV  is  prevalent  in  virtu- 
ally all  sectors  of  society. 

• The  physical  and  psycho- 
logical consequences  are 
devastating. 

• Self-reporting  has  inad- 
equate sensitivity. 

• Screening  based  on  sus- 
picion is  inadequate. 

• Victims  are  open  to  di- 
rect questions  about  vio- 
lence, in  the  proper  set- 
ting. 

SYMPTOMS  AND  SIGNS 
OF  DV 

The  victim  of  DV  may  present 
with  a variety  of  symptoms 
and  physical  findings.  Some- 
times victims  do  not  realize 
their  symptoms  are  linked  to 
their  abuse,  and  frequently 
do  not  offer  the  true  etiology 
of  their  physical  injuries.  The 
provider  must,  therefore,  be 
looking  for  these  three  types 
of  indicators,  and  screen  rou- 
tinely: 

I.  Physical  Symptoms 

• Chronic  pain,  psy- 
chogenic pain,  or  exag- 
gerated pain  response: 

• Headaches 

• Atypical  chest  pain 

• Abdominal  pain/gas- 
trointestinal prob- 
lems 


• Symptoms  of  depression: 

• Sleep  and  appetite 
disturbances 

• Fatigue 

• Difficulty  with  con- 
centration 

• Genitourinary  problems: 

• STDs 

• Frequent  UTIs 

• Dyspareunia 

• Pelvic  pain 

• Miscarriage/vaginal 
bleeding 

• Premature  labor 

• Vague  neurologic  symp- 
toms: 

• Dizziness 

• Paresthesia 

2.  Physical  Injuries 

An  abusive  injury  can  take 
any  form.  The  following 
should  arouse  more  than  the 
usual  suspicion: 

• Injuries  to  the  head,  neck, 
chest,  breasts,  abdomen, 
and  genitals. 

• Injuries  during 
pregnancy. 

• Placental  abruption. 

• Multiple  sites  of  injury. 

• Injuries  in  various  stages 
of  healing. 

• Sexual  assault. 

• Any  bite  mark. 

• Repeated  or  chronic 
injuries. 

• Injuries  that  are  incon- 
sistent with  the  history. 

3.  Behavioral  Indicators 

• Patient  Behavior: 

• Patient  is  evasive, 
frightened  or  anxious 

• Patient  is  reluctant  to 
leave 

• Concern  is  out  of  pro- 
portion to  the  prob- 
lem 
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• Doctor  shopping 

• Frequent  visits,  or 
frequent  missed  or 
cancelled  visits 

• Suddenly  leaving  a 
provider’s  office  or 
hospital 

• Explanation  is  incon- 
sistent with  normal 
physiology  or  incon- 
sistent with  injuries 

• Patient  is  reluctant  to 
answer  questions  in 
presence  of  partner 

• Prescription,  alcohol 
or  other  substance 
abuse  problem 

• Suicidal  ideations, 
suicide  attempts  or 
overdoses 

• Noncompliance  with 
medications 

• Partner  Behavior: 

• Partner  answers 
questions  for  patient 

• An  overly  attentive 
partner 

• Partner  is  reluctant 
to  leave  when  asked 
to  do  so 

• Partner  minimizes 
injuries 

• Partner  demeans  or 
attributes  blame  to 
the  patient 

• Partner  has  a sub- 
stance abuse  problem 

• Appointments  can- 
celled by  a partner 

SCREENb.^  TECHNIQUES 
AND  SAMPLE  lESTIQNS 

The  attitude  we  use  in  screen- 
ing for  DV  may  contribute 
more  to  the  success  of  this 
endeavor  than  the  content  of 
our  questions.  Showing  sin- 


cere interest,  asking  ques- 
tions in  a non-intrusive,  non- 
judgmental  and  open-minded 
way  have  always  been  hall- 
marks of  successful  inter- 
viewing. For  DV  screening,  it 
is  crucial  because  the  victim 
1)  may  have  been  treated  in 
the  past  in  a demeaning,  un- 
sympathetic way  by  the  health 
care  system,  and  2)  their  “se- 
cret” is  so  personal  and 
closely  guarded  that  they 
may  be  reluctant  to  share  it 
with  anyone  other  than  some- 
one who  conveys  a feeling  of 
sincerity  and  trust.  For  the 
individual  caught  in  abuse  of 
any  kind,  the  initial  and  more 
focused  screening  questions 
may  be  the  first  ray  of  hope 
for  them,  a bridging  with  oth- 
ers that  may  end  their  isola- 
tion. 

Before  asking  about 
abuse,  create  a safe  and  com- 
fortable environment,  allow- 
ing the  patient  to  relax  and 
speak  freely.  An  exam  room 
with  a closed  door  provides 
the  privacy  and  security  that 
many  victims  require  before 
they  will  acknowledge  abuse. 
The  waiting  room  and  front 
desk  are  less  likely  to  pro- 
mote disclosure. 

Avoid  body  language  that 
conveys,  “I’m  in  a hurry,”  “I 
don’t  care,”  or  “Fm  uncom- 
fortable hearing  this  stuff.” 
The  HCP’s  tone  of  voice  and 
eye  contact  are  crucial.  The 
patient  must  feel  that  they 
are  being  treated  with  re- 
spect and  listened  to  in  ear- 
nest ...  the  way  we  should 
approach  patients  when  deal- 
ing with  any  other  condition. 

The  questions  should  be 
integrated  into  the  flow  of 


the  history.  This  becomes 
easier  and  more  natural  as 
we  learn  the  many  ways  that 
DV  can  affect  an  individual. 
Asking  about  any  injuries  or 
recent  stressors  provides  a 
good  segue  for  most  visits. 
Asking  about  partner  vio- 
lence out  of  context,  without 
properly  framing  the  ques- 
tion, can  lead  to  suspicion  on 
the  part  of  the  patient.  Ex- 
amples of  framing  techniques 
include: 

* “I  don’t  know  if  this  is  a 
problem  for  you,  but  many 
of  my  patients  have  part- 
ners that  hit  them, 
threaten  them,  continu- 
ally put  them  down,  or 
try  to  control  them.  Is 
that  a problem  for  you?” 

• “Have  you  been  under  any 
stress  lately?  Are  you 
having  any  problems  with 
your  partner?  Do  you 
ever  argue  or  fight?  Do 
the  fights  ever  become 
physical?  Are  you  ever 
afraid  of  your  partner? 
Have  you  ever  been  hurt 
by  your  partner?” 

The  direct  approach  may  also 
be  useful,  especially  when  the 
provider  is  suspicious: 

* “Did  someone  hit  you? 
Who  was  it?  Was  it  your 
partner?” 

• “Do  you  feel  controlled 
by  your  partner?  Have 
they  ever  tried  to  restrict 
your  freedom  or  keep  you 
from  doing  things  you  felt 
were  important?” 

How  we  ask  the  question  has 
a large  impact  on  the  validity 
of  the  response.  A study 
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(Feldhaus  et  al.,  1997)  showed 
the  following  three  questions 
to  be  sensitive  and  specific 
for  routine  screening  for  DV: 

• “Has  your  partner  hit, 
punched  or  kicked  you, 
or  threatened  to  do  so?” 

• “Have  you  ever  felt  afraid 
of  your  partner?” 

• “Has  your  partner  ever 
hurt  you?” 

SUPPORT 

Support  begins  before  we 
even  ask  about  DV.  It’s  in  our 
approach,  tone,  and  other 
nonverbal  cues.  The  patient 
and  provider  build  a rapport, 
and  we  build  on  that  when  we 
encounter  someone  who  is 
being  abused.  For  a patient 
who  acknowledges  DV,  im- 
mediate support  is  important 
to  begin  the  process  of  re- 
storing self-esteem.  Here  are 
some  examples  of  provider 
responses: 

• “Nobody  deserves  to  be 
abused.  There  are  people 
who  can  help  you.” 

• “You  are  not  alone.  I’m 
glad  you  feel  comfortable 
sharing  this  with  me.” 

• “It’s  not  your  fault.” 

Further  support  comes 
with  the  steps  that  follow, 
and  a sense  for  the  patient 
that  maybe  there  is  hope, 
that  maybe  (s)he  doesn't  de- 
serve this.  It  will  take  time, 
patience  and  encouragement 
to  weave  through  the  many 
hurdles  of  surviving  a violent 
relationship.  A supportive 
provider  can  be  a vital  par- 
ticipant in  that  process. 


SAFETY 

Safety  issues  include  the  well 
being  of  the  patient,  children 
or  other  loved  ones,  and  pets. 
These  issues  can  be  divided 
into  immediate  safety  issues, 
safety  assessment  for  acute 
lethality  risk,  and  safety  plan- 
ning. The  first  two  issues  can 
and  should  be  handled  by  the 
provider  in  a very  short  pe- 
riod of  time.  Safety  planning 
is  more  involved  and  can  be 
done  by  a provider  or  by  a DV 
counselor. 

1.  Immediate  concerns  for 
safety  may  prompt  a call  to 
police  or  security  or  simply 
locking  the  door.  Consider 
the  following  questions: 

• “Is  your  partner  here 
now?  Does  he/she  have  a 
gun  or  other  weapon?” 

• “Do  you  feel  safe  leaving 
with  your  partner,  or 
would  you  like  us  to  find 
another  place  for  you  to 
stay,  in  safety?” 

• “Do  you  want  to  call  the 
police?  Do  you  want  to 
report  this? 

• “Do  you  need  someone  to 
pick  up  the  children?” 

• “Do  you  have  to  be  home 
by  a certain  time?” 

2.  Safety  assessment  for 
acute  lethality  risk  can  be 
done  with  a simple  checklist. 
(Provided  in  Appendix  C:  Safety 
Screening  Tool  of  the  actual 
manual).  Patients  with  one  or 
more  positives  are  at  in- 
creased risk  of  DV-related 
death.  The  decision  to  leave, 
however,  remains  with  the 
patient  as  leaving  often  in- 
creases the  immediate  risk. 
Also,  the  absence  of  any  of 
these  factors  does  not  guar- 


antee the  patient  will  not  be 
killed  or  severely  injured. 
Nonetheless,  consider  the 
following  questions: 

• “Is  the  violence  escalat- 
ing?” 

• “Has  your  partner  hurt 
or  abused  the  children?” 

• “Has  your  partner  in- 
jured, killed  or  abused 
any  animals?” 

• “Is  there  a gun  in  the 
house?” 

• “Has  your  partner  threat- 
ened to  kill  you,  a family 
member  or  himself/her- 
self?” 

• “Has  your  partner  threat- 
ened to  take  the  children 
away.-^ 

• “Are  you  afraid  your  part- 
ner is  going  to  kill  you?” 

• “Is  your  partner  stalking 
you?” 

3.  Safety  planning  involves 
preparing  financially,  orga- 
nizing an  escape  plan,  mak- 
ing lists  of  important  phone 
numbers,  and  discussing  op- 
tions. Pamphlets,  in  mul- 
tiple languages,  are  available 
to  help  organize  the  safety 
plan.  (Provided  in  Appendix  D: 
Safety  Plan  of  the  actual 
manual). 

REPORTING  AND  REFERRAL 

The  victim  of  DV  in  Delaware 
has  many  options.  The  HCP 
may  advise  on  the  availabil- 
ity of  the  following  types  of 
resources.  (Provided  in  Appen- 
dix B:  Resources  of  the  actual 
manual): 

• 24-Hour  Hotlines. 

• Shelters  for  female  vic- 
tims of  DV  and  their  chil- 
dren. 
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• Counseling  programs  for 
victims  and  perpetrators. 

• Reporting  to  police. 

• Protection  from  abuse 
orders  (PFA). 

• Assistance  with  transpor- 
tation. 

• Legal  assistance. 

The  hotline  should  be  the 
main  referral  option  for 
HCPs.  Advocates  on  the 
hotline  can  interview  the  pa- 
tient to  determine  his/her 
needs  and  offer  advice  on 
available  programs  and  ser- 
vices. Although  shelters  spe- 
cifically for  male  victims  of 
DV  are  not  currently  avail- 
able in  Delaware,  the  hotlines 
can  help  with  referral  to  other 
shelters  accepting  males  and 
arrange  for  other  support 
services  as  needed. 

The  duty  to  report  cer- 
tain acts  of  violence  occur- 
ring in  the  state  of  Delaware 
applies  to  DV  as  well.  If  any 
of  the  following  occur,  the 
police  must  be  informed: 

• Stab  wound  (deeper  than 
it  is  wide  is  the  usual  defi- 
nition). 

• Gunshot  wound. 

• Non-accidental  poison- 
ing. 

• Burn  over  five  percent 
Total  Body  Surface  Area 
(total  of  2’^'^  and  de- 
gree). 

The  duty  to  report  ap- 
plies even  if  the  victim  does 
not  wish  to  do  so.  The  pro- 
vider faces  a fine  of  no  less 
than  twenty-five  dollars. 
However,  if  the  provider  re- 
ports child  abuse,  they  are 
not  to  report  the  violence 


committed  against  the  adult 
partner  without  the  victim’s 
explicit  permission  to  do  so. 
Reporting  to  the  police  with- 
out the  victim’s  permission, 
with  the  above  exceptions,  is 
breach  of  confidentiality.  The 
AMA  and  several  specialty 
societies  have  promoted  rec- 
ognition and  referral  of  DV 
victims  instead  of  trying  to 
mandate  universal  reporting. 
A few  states,  however,  do 
have  mandatory  reporting  for 
DV.  (See  Legal  Issues  - Novem- 
ber 2000  issue  of  Delaware  Medi- 
cal Journal). 

DOCUMENTATION 

The  medical  record  should  be 
completed  with  two  principles 
in  mind: 

• Describe  the  details  of  the 
history  and  physical  exam 
precisely  and  accurately, 
including  the  name  of  the 
perpetrator  of  the  vio- 
lence, a description  of  the 
assault  or  controlling  be- 
havior, and  an  objective 
description  of  the  inju- 
ries or  findings. 

• Avoid  any  subjective  in- 
terpretation of  events  or 
data.  Use  the  patient’s 
own  words  whenever  pos- 
sible. 

For  example,  “35  yo  WF 
states  she  was  punched  in 
the  face  by  her  ex-husband. 
Bill,  with  a closed  fist  two 
days  ago.  She  further  re- 
ports he  attempted  to 
strangle  her  with  a telephone 
cord  later  that  night.  She 
complains  of  pain  in  the  left 
eye  and  face,  and  double  vi- 


sion with  upward  gaze.  Vi- 
sual acuity  is  20/20  O.S.  and 
20/20  O.D.  Exam  reveals 
purple  bruising  to  the  left 
periorbital  region  with  mod- 
erate edema,  with  subcon- 
junctival hemorrhage  and 
limitation  of  upward  gaze  of 
the  left  eye.  There  are  pete- 
chiae  of  the  right  eye  and  a 
ligature  mark  around  the 
neck  measuring  three  mm 
wide  and  15  cm  long.” 

Body  maps  and  photo- 
graphs are  helpful  for  acute 
injuries.  Written  consent  for 
taking  the  photographs 
should  be  obtained.  A body 
map  has  been  incorporated 
into  the  Safety  Assessment 
Tool  in  Appendix  C (not printed 
here),  with  room  for  documen- 
tation of  the  history,  physi- 
cal, consent  for  photographs, 
and  referrals.  Any  photo- 
graphs taken  should  be  la- 
beled with  the  patient’s  name, 
medical  record  number  and 
date,  and  secured  with  the 
rest  of  the  chart. 


CLOSURE 

Caring  for  victims  of  DV  is 
both  frustrating  and  demand- 
ing. Victims  often  leave  and 
return  to  their  abusers  sev- 
eral times  before  leaving  for 
good.  The  provider  is  en- 
gulfed in  the  helplessness  of 
the  situation  but  must  main- 
tain a supportive  approach 
to  the  patient.  The  result  is 
a trusting  relationship  with  a 
compassionate  provider,  who 
provides  non-judgmental 
treatment,  and  above  all, 
cares.  That’s  what  we  do 
best. 
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Medicine,  An  liiustrated  History 

(Edited  by  Albert  S.  Lyons.  M.D.,  and  Joseph  Petrucelli,  M.D.  - H.M.  Abrams,  Publisher  - New  York,  1978  - 616  pages) 

David  Platt,  M.D. 


Albert  Lyons  is  a clinical  professor  of  sur- 
gery and  an  archivist  of  medical  history  at 
Mt.  Sinai  School  of  Medicine  in  New  York. 
Joseph  Petrucelli  is  an  adjunct  professor  of 
physiology  and  biophysics  at  IMt.  Sinai  School 
of  Medicine  and  a member  of  the  Depart- 
ment of  History  of  Medicine  at  Einstein 
School  of  Medicine  in  New  York. 

The  separate  chapters  of  this  book  are 
contributed  by  the  editors  and  eighteen 
others.  It  is  encyclopedic,  written  for  both 
the  physician  and  layman.  It  is  a weighty 
book,  9 pounds,  and  13.5  by  11  inches.  The 
clear  text  gives  a very  readable  running 
account  of  the  history  of  medicine  from  its 
historical  beginning  to  the  present,  richly 
illustrated  by  1,020  pictures,  including  266 
plates  in  full  color.  The  bibliography  and 
index  are  good. 

The  story  begins  with  an  account  of  the 
findings  in  prehistoric  caves,  goes  on  with 
ancient  Egypt.  China,  Crete,  Mycenae,  Al- 
exandria, Greece.  Rome.  Pre-Columbian 
South  America  and  India.  The  text  empha- 
sizes the  part  played  by  medicine  in  the 
social  and  cultural  history  of  each  period. 

David  Platt.  M.D.,  is  a retired  family  physician  and  a member  of 
the  Medical  Society  of  Delaware. 


not  just  the  events  and  discoveries.  It 
freely  exposes  the  prejudices  of  past  times: 
Andreas  Vesalius  still  ascribed  to  the  an- 
cient doctrine  of  the  four  humors;  Ambroise 
Pare  believed  in  witches;  William  Harvey 
believed  that  vital  spirits  contributed  to 
the  function  of  the  heart. 

Each  advance  in  past  medical  science  is 
related  in  conjunction  with  its  political, 
social  and  historical  background.  The  text 
shows  how  present  medical  methods  are 
developed  from  the  past  and  how  present 
ethical  principles  were  reached.  There  are 
photos  of  drawings,  statuettes  and  wall 
paintings  from  all  over  the  world  and  from 
all  past  cultures.  They  help  to  show  how 
philosophy,  history  and  medicine  have  al- 
ways been  interrelated. 

Some  of  the  chapter  headings  are  Pre- 
historic Medicine,  Ancient  Civilizations, 
Hippocratic  Aledicine,  Medieval  Medicine, 
The  Dark  Ages.  Arab  Medicine,  The  Renais- 
sance and  Women  in  Medicine. 

This  is  a good  book  for  the  busy  doctor 
to  read  and  enjoy  and  to  keep  in  his/her 
living  room  as  a coffee  table  book  for  visi- 
tors to  browse. 
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Q:  What  loses  value  faster  than  a car? 


A:  A medical  computer  system. 
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Frustrated  by  lost  phone  messages  and  lab  slips?  Charts  disappearing  from  your  desk?  Let  us 
help  you  eliminate  those  problems  and  get  you  back  to  the  job  you  were  trained  to  do-  seeing  and 
treating  patients! 

The  First  State’s  first  integrated  Application  Service  Provider  (ASP)  is  on  the  horizon.  Look  to 
the  Blue  OX  Medical  Network  for  practical  solutions  to  your  practice  management  problems. 
The  Blue  OX  will  provide  you  with  secure  access  to  your  electronic  medical  records  while 
permitting  you  fast,  accessible  interfaces  with  hospitals,  clinical  laboratories  and  imaging  centers 
for  direct  downloads  of  critical  documentation  and  diagnostic  information.  Couple  this  with 
easy-to-leam,  easy-to-use  registration/scheduling,  billing  and  practice  management  software,  and 
you’ve  got  practical,  accessible,  state-of-the-art  solutions  to  the  critical  problems  of  running  a 
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Your  access  to  a functional  practice  management  system  will  be  available  in  less  than  3 months. 
Please  visit  our  website  at  www.blueoxmedical.com  for  additional  information,  or  call  us  at 
(302)  778-BLUE  (2583).  We  look  forward  to  your  call! 
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maintaining  a leadership  role  in  the  deliv- 
ery of  high-quality  healthcare,  Papastavros’ 
Associates  Medical  Imaging,  LLC 
provides  a full  spectrum  of  quality,  state-of- 
the-art  diagnostic  imaging  services  in  a caring 
and  comfortable  environment. 


Imaging  services  provided  include: 
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Nuclear  Medicine 
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• Scintmammography 


v_yur  Women’s  ISenters  are  designed  to  address 

the  health  care  needs  of  all  women: 

• Mammography  services  provided  by  a staff  of 
highly  trained  technicians  and  dedicated 
professionals. 

" OB  and  breast  sonography,  echocardiography, 
cardiac  stress  and  doppler  scans. 

• Stereotactic  breast  biopsy,  the  latest 
technological  advance  in  breast  cancer  detection. 

• Dual  Energy  Bone  Densitometry  to  detect  and 
monitor  osteoporosis  comfortably,  quickly, 
safely  and  precisely 
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Glasgow.  Full  service  imaging  includ- 
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MRI  for  claustrophobic,  pediatric,  and 
handicapped  patients  is  now  available 
at  our  office  in  the  Glasgow 
Medical  Center. 
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(302)  421-2121 


Other  Convenient  Locations: 
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1320  Philadelphia  Pike  (302]  792-2529 
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1 1 1 Railroad  Ave.  Elkton,  MD  (410]  392-6155 
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